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Dental Abstracts 


1 


has these purposes: 


to present a selection of pertinent 
literature representative of all points of view 


within the profession; 


to provide, by a few hours’ reading each month, 







a survey of the significant advances 
being made by dentistry throughout the world, 


as reflected in current dental literature; 






and 





to supply enough data in each abstract 
so that the reader may determine whether 


he wishes to refer to the original article 


for more complete information. 


The abstracts are grouped in broad classifications. The specialist will learn from 
this periodical of work done in other fields as well as in his own. The general practi- 


tioner will be able to keep abreast of modern knowledge in the various specialties. 


Articles from which abstracts have been made are on file in the Library of the 
American Dental Association and may be borrowed by members of the Associa- 
tion. Requests for articles should be addressed to the Bureau of Library and Index- 
ing Service, American Dental Association, 222 East Superior Street, Chicago 11, 
Illinois. Only three articles may be borrowed at one time, and they may not be kept 


longer than one week. No charge is made to Association members for this service. 





Figure 1 Abrasion of the plastic prosthesis 


Prosthetic dentistry 
v 


Complete dentures 


Abrasion of artificial dentures 
(Abrasie aan Kunstgebitten ) 


P. H. Buisman and A. A. D. Derksen 
Tschr.tandheelk. 62:680-687 Oct. 1955 


Reports on abrasion usually deal only with the 
normal wearing away of natural tooth substances 
under the constant stress of mastication. Recently, 
the prosthetic department of the Dental Institute 
at Utrecht, Netherlands, examined the abrasion 
of artificial dentures. 

Case 1. The patient, a 63 year old man who 
worked as a machinist, constantly handled diffi- 
cult castings and used carborundum tools and 
synthetic corundum disks. In an effort to allay his 
nervousness he chewed strong tobacco. Two 
years after the patient had received a complete 
prosthesis made of plastic resin, his denture ap- 
peared unusable (Fig. 1). As a replacement, a 
new prosthesis with steel-capped bicuspids and 
molars was constructed which, it was thought, 
would withstand the abrasion better (Fig. 2). A 
short time later, however, a third denture was 
required. After about two years, an edge-to-edge 
bite developed. A diastema appeared between the 
upper right cuspid and the lateral incisor (Fig. 3). 
There was no interference in the lateral move- 








Prosthetic dentistry 195 


Figure 2 Abrasion of the steel-capped denture 





Figure 3 Diastema 





Figure 5 Abrasion and shifting of the lower denture 
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ments. Even though the hazards of the patient's 
profession and habits may influence the severe 
abrasion, they cannot account for all the symp- 
toms and collateral effects. 

Case 2. In the patient's artificial denture (Fig. 
4), the upper left molars had shifted in a lingual 
direction over the lower molars, causing a severe 
lowering of the bite on the left side. The right 
upper bicuspids and molars of the denture 
showed signs of severe abrasion on the lingual 
side only. The causative factors were as follows: 
(1) an incorrect bite relation; (2) a faulty centric 
occlusion; (3) an incorrect set-up of the teeth, 
especially on the left side; (4) sufficient spot- 
grinding had not been done, and (5) the arti- 
ficial denture certainly had been constructed 
from imperfect impressions, causing sore spots. 
The constant pain caused the patient to avoid 
these sore spots, and because of this, an incorrect 
biting habit developed. The denture also had a 
now obsolete suction chamber; all in all, it was 
one of those dental gadgets which belong in a 
history museum to be exhibited as a torture 
instrument. 

Case 3. The patient’s prosthesis showed abra- 
sion not as severe as in the two other cases. The 
lower part of this denture shifted slightly to the 
left, and simultaneously an undesired forward 
movement could be observed (Fig. 5). 


An analysis of the tongue factor and 
its functioning areas in dental prosthesis 


Barnett Kessler. J. Pros. Den. 
5:629-635 Sept. 1955 


An understanding of the tongue function and its 
operating region in both the buccal cavity and 
the vestibular space is a prerequisite in achiev- 
ing or approaching the ideal dental prosthesis. 
Sixteen functions of the tongue are listed. The 
functioning space of the tongue, the vestibular 
space, and the dorsum of the tongue in its refer- 
ence position to the tooth plane are described. For 
adequate prognoses for dental prostheses, the fol- 
lowing functional classification of tongues is pro- 
posed: (1) the occupational tongue, a term 
applied to the tongues of persons whose activities 
require increased tongue action, such as jurists, 





teachers, lecturers, preachers and some musi- 
cians; (2) the still tongue, applied to tongues 
which are passive as a result of limited activity 
because of injury, deformity or undue timidity of 
the patient; (3) the normal tongue, referring to 
the type of tongue function in people exhibiting 
an average development and (4) the habitual 
tongue, a term describing those with disturbing 
power movements developed by habit. Methods 
of increasing tongue space are suggested. The 
tongue factor in speech is outlined. 


v 
Partial dentures 


Problems related to the construction of 
complete upper and partial lower dentures 


Stanley G. Standard, New York. 
Lebanese D.Mag. 6:7-29 Oct. 1955 


The problems involved in constructing replace- 
ments consisting of a complete upper denture and 
a partial lower denture are of interest to all gen- 
eral practitioners because need for this type of 
replacement is so frequently encountered. The 
six essential requirements for the construction of 
a satisfactory denture are as follows: (1) a repro- 
duction in some artificial medium, usually arti- 
ficial stone, of all the supporting and retentive 
structures of the jaws; (2) normal vertical dimen- 
sion; (3) correct centric relation; (4) proper 
position of the artificial teeth; (5) an occlusal 
plane in harmony with the patient’s condylar 
excursion, and (6) esthetics. 

The reproduction of the structures supporting 
a complete denture can best be accomplished by 
employing an oversize plastic tray with well- 
defined peripheral borders. The impression ma- 
terial should be free-flowing so as to obtain an 
impression of the tissues in a static position. The 
primary maxillary impression should be made 
with modeling compound if the mucosa is firm, 
and with alginate if the tissues are flabby and 
easily displaced. 

The occlusal plane of the remaining teeth in a 
partially edentulous mouth must be modified 
either by grinding the teeth or by restorations. 


Information obtained from a study of the 
models, together with the diagnosis and prog- 
nosis, should be communicated to the patient be- 
fore any work is attempted. Dentists are prone to 
assume that because they understand the need 
for certain operations, such as grinding of teeth 
to improve the occlusion, the patient does also. 
The patient will be more cooperative if he re- 
ceives an adequate explanation. 

All vertical forces applied to abutment teeth 
must be in the direction of the long axes of the 
teeth. 

The physiologic rest position must be consid- 
ered in establishing vertical dimension. The 
working bite should be as close to this position 
as function and speech will permit. 

Centric relation is best obtained by use of the 
Gothic arch tracing device together with a central 
bearing point. The centric relation can be 
checked by the use of a wax check-bite. Regis- 
tration of the condylar path can be adequately 
obtained by the use of a protrusive check-bite. 

Esthetics depend to a great extent ,on the 
artistic perception and ability of the dentist. A 
serious objection to the clasp type of denture is 
the poor esthetic effect, plus the tendency of the 
abutment teeth to become carious. To overcome 
these disadvantages and to utilize the favorable 
factors of internal attachments, a “stabilizing 
square seat attachment” may be used for the par- 
tial lower denture. This attachment consists of a 
three-quarter crown, into which is cut a deep lug 
seat or slot extending the full length of the crown 
on the mesial or distal surface, and a lingual 
Roach-type clasp set into a horizontal groove on 
the opposite side of the three-quarter or full 
crown. Advantages of this type of attachment are 
that abutment teeth are protected against decay, 
labial clasp arms are eliminated, horizontal strains 
are minimized, stress-breaking is provided in 
dentures borne by tooth and tissue, and it is com- 
paratively simple to construct. 

A properly designed and constructed partial 
denture need never be considered a stepping 
stone towards an edentulous situation, but rather 
a means of supporting and retaining the remain- 
ing natural dentition. 
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Reproduction of a master model 

by utilization of copper band impressions 
and different die materials 
(Undersékningar dver avtryckstagning: I) 


C. G. Blomberg. Svensk tandlak.Tskr. 
48:337-386 Nov. 1955 


The indirect method is the most commonly used 
technic in crown and bridge construction, Three 
different model materials (amalgam, stone and 
electrolytic copper) have been investigated to 
establish their ability to reproduce correctly the 
master model, a conventionalized, cone-shaped 
full crown preparation made from silver steel. 

From each material, 25 models were made, 
and the dimensions of all 75 models (in various 
positions) were measured with a profile projector 
at a 20 diameter magnification. These measure- 
ments were compared with the master model. 

The results obtained were as follows: (1) the 
average for the upper diameter of the cone sur- 
passed in all reproductions that of the original; 
(2) the average for the lower diameter of the 
cone surpassed that of the original only when 
amalgam or copper was used; (3) no differences 
in height were observed; (4) the differences be- 
tween the specimens in regard to both the lower 
and the upper diameter are approximately the 
same (sometimes even less) as the range within 
a single specimen; (5) in all three materials, vari- 
ations most frequently occurred in regard to the 
lower diameter of the cone, and (6) the costs of 
the three materials used being almost the same, 
that which showed the smallest degree of vari- 
ability should be preferred. 

The results obtained seem to indicate that the 
taking of the impressions did not contribute to 
the variability. When the master model showed a 
slight elliptical form, which had not been con- 
sidered in the control measuring, the differences 
which appeared are explainable. In the instance 
investigated, however, the master model had no 
elliptical form but some of the specimens showed 
an elliptical variation. This probably was caused 
by either asymmetric cooling or by an incorrect 
separation of the impressions from the model. 
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The profile of the soft and hard tissues 
of the face in correct occlusion 
( Weichteilprofil und knéchernes 


Orthodontics and pedodontics Profil bei anatomisch korrekter Okklusion ) 
bd E. Hausser. Fortschr.Kieferorthop. 
Growth and development 16:32-41 1955 


The individual formation of the human face de- 
pends on endogenous and exogenic factors. He- 
reditary characteristics, based on phylogenic and 
endogenous development, give the face its final 
distinction. Facial measurements are made in all 
three dimensions. The ratio between dentition, 
the masticatory system and the facial form is de- 
termined by observation of the profile (norma 
lateris) because here are sagittal, lateral and ver- 
tical conditions measurable. Long-cone roent- 
genography permits an insight into the architec- 
tonic construction of the skull, especially into 
that of, the profile. 

The shape of the forehead, size and proportion 
of the nose, and the development of the lower 
part of the face form the characteristics of the 
profile. All essential anthropologic points are vis- 
ible in the region bordered by the vertical gla- 
bella and the perpendicular orbit. 

During an investigation of the relation between 
the fleshy part of the face and the bony profile, 
50 children with anatomically correct occlusions 
were examined. In almost half of the children, the 





Figure 1 Average 9 between 
sphenoid bone and dental arch 


subnasal line was posterior to the vertical line, 
and in only nine instances, anterior to this line. In 
about 60 per cent of the children examined, the 
upper lip was near the vertical glabella, in five 
instances ventral and in 12 dorsal. The lower lip 
usually was not as pronounced as the upper lip. 
The mesial position in boys was more accentu- 
ated than in girls. The perpendicular facial line 
was retrogressive to the supramental line and the 





Figure 2 Increased - and _in- 
tensified enlargement of the soft tissues 








Figure 3 Increased sphenoidal angle, 
negative angle of the dental arch 


gnathion; only in two instances was: the supra- 
mental line touching the perpendicular line of 
the glabella. 

The lower part of the face and its ratio to the 
skull is influenced by the position and condition 
of the dental arch and the jaws. This ratio is de- 
termined by the angle, formed by the ear-eye 
level and the upper jaw. This angle is the key to 
profile formation and measurement (Schwarz). 
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Figure 4 Decreased sphenoidal angle 
and movements of the dental arch 


The experiments revealed that the final forma- 
tion of the soft tissues of the profile depends on 
the structure of the bony profile and on the con- 
sistency of the covering soft parts. All question- 
able instances can be clarified by the use of roent- 
genokymography and long-cone roentgenography 
of the profile. To evaluate the findings, roentgeno- 
grams of anatomically correct occlusions should 
be used for comparison. 





Studies of dentofacial morphology. 
IV. Profile changes among 6,829 
white individuals according to age and sex 


Walter J. Pelton and William A. Elsasser. 
Angle Orthodont. 25:199-207 Oct. 1955 


Facial profile measurements were taken of 3,676 
white males and 3,153 white females ranging in 
age from 5 to 24 years. An anthropometric instru- 
ment was used to obtain profile point readings in 
relation to a vertical plane 20 mm. anterior to the 
point nasion and at right angles to the Frankfort 
horizontal plane. 


Two points of view exist concerning facial 
growth of males. One view holds that, although 
the face grows downward and forward in relation 
to the cranial base, there is a pronounced stability 
and constancy of the individual patterns. The sec- 
ond view holds that with growth the mandible 
becomes more prognathic than the maxilla, and 
that the concept of a proportionate relationship 
between vertical dimension and depth of the face 
is in error. The findings in the present study do 
not corroborate either view. 

No evidence was found to substantiate a stable 
facial pattern, nor was any evidence found for the 
reduction, with age, of the convexity of the male 
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facial profile; indeed, the reverse was exhibited: 
The convexity of the facial profile of both sexes 
seems to increase slightly with age. 

Although the basic facial pattern changes be- 
tween the ages of 6 to 24, it is questionable 
whether the changes result in an esthetic im- 
provement in the facial profile. 

There is an increase in facial prognathism with 
advancing age, the increase being greater in girls 
than in boys. In both sexes the increase in progna- 
thism in the lower jaw region was not as great as 
that in the upper jaw region. Judging from mean 
values, the maxilla and mandible come forward at 
unequal rates, with respect to the nasion. With 
the maxilla coming forward to a greater degree 
than the mandible, the convexity of the facial pro- 
file increases with age in both sexes. 

The findings suggest that the orthodontist can- 
not hope that the average profile of either sex will 
improve with age without orthodontic interven- 
tion. 


Psychiatric aspects 
of thumb sucking as it relates 
to dental malocclusion 


Phillip H. Starr. Washington Univ.D.]J. 
22:4-11 Nov. 1955 


The problem of thumbsucking provides an op- 
portunity for collaboration between the special- 
ties of orthodontics and child psychiatry. 

The open bite form of malocclusion associated 
with abnormal lip, cheek and tongue action is re- 
lated to thumbsucking. Thumbsucking is char- 
acterized by the frequent and repeated insertion 
of the thumb as far back into the mouth as pos- 
sible with the pad of the thumb touching the 
palate and the proximal part of the digit in force- 
ful contact with the lingual surface and biting 
edge of the upper incisors. The lips and fre- 
quently the nostrils are sealed with the remain- 
ing fingers of the hand, so that a powerful sucking 
action can be initiated within the mouth. 

Sucking phenomena rank highest among the 
habits typical of infancy and early childhood. It 
is instructive to observe the breast feeding proc- 
ess. The infant appears to be absorbed and reacts 
with rage to any distracting stimulation. The clo- 
sure of his eyelids helps him to shut out the sur- 





rounding reality. A semiconscious state is fre- 
quently approximated, and the end of the feeding 
period is often accompanied by sleep. The nostrils 
are usually obliterated by the breast so as to create 
a more complete vacuumatic effect which aids the 
sucking efforts. 

Observation of thumbsucking children shows 
that this habit arises from the nursing experience. 
A major fact about the habit is its tranquilizing 
effect. 

Most errors in the clinical management of 
thumbsucking arise as a result of a compartmen- 
talized approach that is either totally mechanical 
or completely psychological. Three chronological 
phases in the development of thumbsucking may 
be considered. 

Phase I—normative thumbsucking and subclin- 
ically significant thumbsucking: This period be- 
gins at approximately three months and ends at 
two years of age. Most frequently the sucking 
activity undergoes a natural resolution and dis- 
appears from the scene toward the end of the 
second year. A prophylactic approach is indicated 
during the second year of phase one. The use of 
artificial pacifiers is to be preferred over the in- 
fant’s use of his thumb, from the orthodontic 
viewpoint. From a practical viewpoint, the child 
can more easily be separated from such an arti- 
ficial device by its physical removal than from 
his thumb which serves him as a built-in pacifier. 
The wider acceptance and use of the rubber paci- 
fier in infancy would reduce the number of condi- 
tions needing both orthodontic and psychologic 
correction in later childhood. 

Phase II—clinically significant thumbsucking 
(period from two to four years): Thumbsucking 
continuing into the third year must be given more 
serious consideration. It indicates anxiety and 
testifies to a disturbance in the parent-child rela- 
tionship. If the habit continues to the fourth birth- 
day, a critical phase is reached which heralds the 
potential creation of structural malocclusive de- 
fects in the permanent dentition. 

Parents may be encouraged to utilize such 
deterrents as ill-tasting medication and finger 
guards. The orthodontist may point out to the 
child, pictorially and verbally, some of the ad- 
verse consequences of the habit. Simultaneously, 
the child should be provided with intrafamilial 
and peer experiences that are more gratifying 


and stimulating. The more benign types of 
thumbsucking will respond quickly to such a 
counseling approach with the child and his par- 
ent. Those situations which do not respond to 
such preliminary measures should be referred 
promptly to a child guidance center for more de- 
tailed analysis and treatment. Those various 
modes of parental handling which increase the 
child’s anxieties must be discovered. 

Phase III—intractable thumbsucking (period 
from age four onward): When the habit is car- 
ried on to this phase and particularly when its 
periodicity, duration and vigor are severe, the 
clinicians are faced with a formidable situation. 
A dual and simultaneous treatment plan is indi- 
cated. Direct and rather heroic orthodontic pro- 
cedures in the form of appliances seem indicated 
so that the habit may be met head on. This will 
disrupt the established pattern. Such procedures 
will be emotionally trying to the child, and he 
will need psychologic fortification. Both the child 
and his parents should be provided with expert 
and comprehensive psychiatric aid. Most such 
children will be found to have, in addition to the 
thumbsucking symptom, a host of coexistent diffi- 
culties and symptoms which can benefit from a 
broad psychiatric approach to the child and his 
parents. The ideal plan in phase III is a collabora- 
tive one of orthodontist and psychiatrist. 


v 
Pedodontics 


The adverse swallowing habit 


S. N. Bagg. J.D.A. South Africa 10:409-412 
Dec. 1955 


A review of the literature on adverse swallowing 
habits indicates agreement on the effects of the 
habit, but a difference of opinion concerning eti- 
ology and treatment. 

Straub, investigating 237 patients who ex- 
hibited the perverted swallowing habit, found 
that all 237 were bottle-fed at some stage during 
infancy. Strang observes that the condition of 
adverse swallowing is always seen in high strung, 
nervous children who border on states of general 
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incoordination and muscle perversion. Rix asso- 
ciates perverted swallowing habits with upper 
respiratory conditions such as early colds, 
catarrhs, snuffles, sore throats, snoring and ear- 
ache. He further suggests the adverse swallowing 
may be a continuation of the “infantile swallow” 
which does not entail a closed jaw motion. 

Clinical signs typical of the adverse swallow- 
ing habit have been described. Rix and Straub 
state that during the act of atypical swallowing, 
the teeth are not placed in occlusion and the 
tongue is thrust forward until it contacts the 
upper and lower teeth. Straub maintains that 
any change in the muscles of expression during 
the swallowing act indicates an adverse swallow- 
ing habit. He notes a tendency in such a patient 
to move his head forward during swallowing as if 
to assist in rolling the: bolus of food or saliva 
backward. 

Adverse swallowing habits chiefly affect the 
dental arches and the position of the teeth. Straub 
reports that the results include narrowing of the 
upper arch, often accompanied by a severely con- 
tracted maxilla with protruding upper teeth in 
open bite relationship. The anterior segment of 
both arches is affected; the teeth protrude with 
spacing between incisors and cuspids. Rix re- 
ports that adverse swallowing habits are asso- 
ciated with changes in the shape of the jaws 
and arches. The most frequent abnormality, he 
reports, is a small upper arch with a high palatal 
vault, and the occasional development of a small 
mandibular arch. Many children with faulty swal- 
lowing habits have poor oral hygiene and pro- 
nounce their sibilants with difficulty. 

Two main methods of treatment—exercise and 
appliance—are advocated. The patient can be 
taught to swallow correctly in front of a mirror. 
During the exercise the patient must concentrate 
on keeping the teeth occluded, the lips passive 
and the tongue in the mouth. 

Strang describes both removable and fixed ap- 
pliances. As a removable appliance, he advocates 
use of an upper Hawley type of plate with lin- 
gual flanges which pass down behind the lingual 
surface of the lower incisors. This flange pre- 
vents the tongue being thrust forward during the 
act of swallowing. A fixed appliance is a maxillary 
molar-to-molar lingual arch which has several 
spurs soldered anteriorly to irritate the tongue in 
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its forward movement. The correction of an ad- 
verse swallowing habit should be attempted at 
an early age, as the habit becomes more en- 
trenched in the older patient. 


< 
Orthodontics 


Etiologic considerations 

for orthodontic diagnosis 
(Synthése en étiologie 
orthodontique et ses conséquences 
sur la diagnostic) 


M. Cousin. Rev.frang.odontostomat. 
2:1015-1019 Oct. 1955 


Pathologic conditions in the region of the tem- 
poral bone and the jaws, causing malocclusions, 
were found in the skulls of the earliest species of 
modern man. 

In the Egyptian papyri, dislocation and maloc- 
clusion are listed among the major medical prob- 
lems of that time. 

The etiologic consideration of inherited or ac- 
quired characteristics of these anomalies demands 
a reclassification of the customary diagnostic con- 
ceptions—a separate evaluation of the conditions 
in regard to bones and teeth. The muscular activ- 
ity or passivity provides the analytic base for a 
dynamic diagnosis. The objective of this classi- 
fication is to determine the various tensions that 
the muscles of the cheek, lips and tongue con- 
stantly exercise on the teeth and the entire alveo- 
lar region. Such tensions are especially observable 
in patients with a progressive muscular dystrophy 
which usually causes open bite, expanded dental 
arches with labioversion or buccoversion of the 
teeth, and various other irregularities in the inter- 
cuspal relationship between the upper and lower 
teeth. 

Muscular degenerative diseases may be caused 
primarily or secondarily by disturbances of the 
nervous system. Such conditions fall under the 
classification of neuropathies. The pathologic 
state, however, can also be caused by primary 
degenerative disturbances of the muscular system 





itself. These can be classified under myopathies. 

If the etiology of the disease is difficult to de- 
termine, the correct diagnosis and the diagnostic 
classification can be obtained by either teleroent- 
genography or cephalometry. These new meth- 
ods, to a certain extent, will solve many problems 
of orthodontic diagnosis. 


Early orthodontic treatment 
in cleft palate children 


G. W. Pierce, K. F. Terwilliger, 

V. Pennisi, Jr., and E. H. Klabunde. 
Plast. & Reconstruct. Surg. 

16:3-15 July 1955 


Orthodontic treatment in cleft palate cases should 
begin at four years of age or as soon as the child 
becomes cooperative. This early treatment results 
in more normal occlusion and function, a better 
appearance of the patient and less need for sec- 
ondary treatment. Early orthodontic therapy has 
a threefold physiologic effect: the mass move- 
ment of the maxillae and their component parts, 
a bending of the alveolar processes, and tooth 
movement. Early therapy influences the growth 
potential but cannot change its limitations. With 
early treatment, the dental arch may be molded 
almost at will. Angle’s classification and its ap- 
plication to the problem at hand are reviewed, as 
are the basic concepts of tooth movement, maxil- 
lary bone movement and bone alteration. 

The authors have established a cleft palate 
guidance group at the St. Francis Memorial Hos- 
pital, San Francisco. The group consists of a 
team of plastic surgeons, pediatricians, ortho- 
dontists, speech therapists and otorhinolaryn- 
gologists, whose aim is to formulate a plan of 
therapy and rehabilitation for each infant born 
with a cleft palate or cleft lip. Eight cases are 
described and illustrated, as evidence that the 
palatal processes of the maxillae may be moved 
with relative ease in the young, resulting in a 
more functional dental arch, the possibility of 
normal speech and a good lip. Were the same 
mechanical procedures to be performed for the 
first time at ten years or more, the lateral move- 
ment would be far more difficult, more prolonged 


and greatly limited. 


Armamentarium 
v 
Equipment 


Trichloroethylene analgesia 
in dentistry 


N. G. Georgiade, C. R. Stephen, W. McFarland, 
W. K. Nowill and K. L. Pickrell. Anesth. & 
Analg. 33:243-249 July-Aug. 1955 


A simple apparatus has been developed whereby 
varying degrees of controlled analgesia may be 
provided by the patient himself while sitting in 
the dental chair. The inhaler is a modification of 
one which has been employed widely in obstet- 
rics and for minor surgical procedures. The 
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method is self-limiting and believed to be safe as 
long as self-administration is practiced. 

The cylinder in the patient’s hand is the source 
of the vapor. Fifteen cubic centimeters of tri- 
chloroethylene will load the inhaler sufficiently 
for at least one hour of use. When the patient 
inspires, the air passes into the cylinder, over the 
vapor, and into the long tubes and the nasal mask 
and nostrils. The concentration of vapor depends 
on the position of the finger regulator. The more 
pressure the patient exerts on it, the greater the 
concentration of trichloroethylene he will receive. 
The range of concentrations delivered varies be- 
tween 0.1 per cent and 1.3 per cent. There is a 
spring attached to the push button, so that if the 
patient inhales too much vapor and becomes 
momentarily unconscious, his finger will relax, 
and the button will then fall back to its zero 
position so that only air will be breathed. 

Before the nasal mask is placed on the face, the 
patient is given a simple explanation as to how 
the apparatus functions and the desired effect 
which will be produced. He is told that he may 
feel pulling and movements in the mouth, and 
that such manipulations should not be confused 
with pain sensations. The mask is placed snugly 
over the nose. Induction is rapid and pleasant, 
about 15 respirations being required with the 
regulator in the midposition before analgesia is 
established. The patient controls his own level of 
analgesia by adjusting the push button regulator 
during the procedure. Recovery time is short and 
the patient usually is able to leave the office ap- 
proximately 10 to 15 minutes after the procedure 
is completed. 

One of the pharmacologic effects of trichloro- 
ethylene is that inhalation of the vapor appears to 
provide a wide margin of insensibility to pain 


Figure 1 Diagrammatic sketch to show the 
dental inhaler and the method whereby tri- 
chloroethylene vapor is self-administered to 
produce controlled analgesia 
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Figure 2 The expiration valve incorporated into the nasal 
mask, and the mechanism of the self-regulating inhaler 


before the onset of unconsciousness or narcosis. 
This is the characteristic which makes self- 
administration feasible. 

To date the apparatus has been employed to 
produce analgesia in more than 200 patients in 
the dental office and oral surgery clinic, of which 
five typical case histories are presented. Satisfac- 
tory pain relief has been obtained for such pro- 
cedures as preparation of cavities, bridges, rou- 


tine extractions of anterior and single rooted 
teeth, extraction of deciduous teeth, incision and 
drainage of abscesses, biopsies, débridement, 
suturing of lacerations, removal of imbedded or 
inaccessible sutures and reduction of uncompli- 
cated maxillary or mandibular fractures. No com- 
plications have been observed. It is felt that this 
type of analgesia has a place in the practice of 


dentistry. 





v 


Therapeutics 


Dental prescriptions 


Charles H. Becker. J.Florida D.Soc. 
26:5-11 Dec. 1955 


Although the dentist has authority to write pre- 
scriptions, he seldom does so; yet there are good 
reasons why dentists should prescribe medica- 
tion for their patients. When a dentist sends his 
patient to a general practitioner, the physician 
may know far less about the condition than the 
dentist, and may diagnose and prescribe wrongly. 
A second reason why dentists should prescribe is 
because the American public is drug or medicine 


conscious. The average patient feels the prescrip- 
tion is the cure for his disease. Wherever a den- 
tist can relieve pain, produce sleep in the pres- 
ence of pain, cure an infection of the gingiva or 
abscessed tooth, he should write a prescription. 
The professional dignity of the dentist is in- 
creased, and dentists render a more complete 
professional service, by prescribing when indi- 
cated. 

Analgesics, sedatives and hypnotics can be pre- 
scribed for pain due to tooth infection or extrac- 
tion. The antibiotics and the sulfonamides may 
be given for infection or for prophylactic meas- 
ures before and after tooth extraction. Vitamins 
may be prescribed for dental abnormalities and 
lesions of the oral mucosa. The antiseptics and 
disinfectants lend themselves well to the treat- 


ment of gingivitis and Vincent’s infection. Tooth- 
ache medication might be indicated on a tem- 
porary basis where extraction has to be delayed. 
Counsel on mouth rinses, tooth powders and 
pastes and denture adhesives is frequently 
sought from the dentist. 

Six tables are presented listing the more im- 
portant antibiotics, sulfa drugs, barbiturate drugs, 
antiseptics and germicides for topical applica- 
tion, preparations of vitamins A and D, and 
preparations containing multiple vitamins. Medi- 
cations, their indication, dosage and side effects 
are listed tabularly and discussed by the author, 
who is professor of pharmacy at the University 
of Florida. 


New possibilities 

in oral penicillin treatment 
(Neue Méglichkeiten 

oraler Penicillinbehandlung) 


O. Goetz. Miinchen.med.Wchnschr. 
97:925-926 July 22, 1955 


Until recently, all known methods for treatment 
by oral administration of penicillin had certain 
limitations. Most of the antibiotic substances on 
the market are not acid-fast, and therefore can 
easily be inactivated and decomposed by hydro- 
chloric (gastric) acid in the patient’s stomach 
when taken orally (Rammelkamp). Even when 
high doses are administered, no significant 
changes in the blood level can be observed. Only 
in infants (up to the first year) does orally ad- 
ministered penicillin achieve the desired anti- 
biotic effect because the digestive apparatus of 
the suckling baby produces hydrochloric acid 
in insignificant quantities only (Ballowitz). 

Several penicillin preparations (for which the 
manufacturers claim resistance to inactivation by 
gastric acids) were tested. None provided an 
absolutely reliable result that would uphold the 
veracity of the claim. 

A recently discovered penicillin preparation, 
however, seems to have overcome the obstacles 
previously reported: benzathine penicillin G, a 
white solid salt whose crystal size can be modified 
by crystallization. It has a low solubility in water, 
and is moderately soluble in alcohol but com- 
pletely soluble in formamide. Its usefulness in 
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penicillin therapy administered orally is due to 
its high resistance to an inactivation by gastric 
acids. 

As a deposit solution, benzathine penicillin G 
is superior to all other penicillin compounds 
tested. After a single injection of about 1.2 mil- 
lion units in children of different age groups, the 
seroreaction was still demonstrable about four 
weeks later (Stollerman). 

The toxicity of benzathine penicillin G is the 
same as that of procaine penicillin. 

Its compatibility is excellent, and only in a few 
instances does mild diarrhea occur as an accom- 
panying effect. Because the pure solution has no 
unpleasant taste, even children will take it un- 
hesitatingly. 

American authors (Stolleman, O'Brian, Lep- 
per, Eagle, Finberg, Corieli and Nathanson) al- 
ready have reported favorable results after 
intensive bacteriologic and clinical tests with 
benzathine penicillin G. 

The investigation of the oral penicillin ther- 
apy, recently made at the Pediatric Institution of 
the University Munich, confirmed completely the 
findings of the American scientists. Even if ben- 
zathine penicillin G, orally administered, does not 
reach the same effectiveness as intramuscular 
penicillin injections, its use still is recommended 
in not too severe instances. 


Cervicofacial actinomycosis: 
treatment with oxytetracycline 
(Die Behandlung der cervico-facialen 
Aktinomykose mit Terramycin) 


A. Holtrichter and A. Rehrmann. 
Zahnarztl.Rundschau 64:506-510 Oct. 5, 1955 


Actinomycosis is an acute, subacute or chronic 
disease caused by Actinomyces, either A. bovis or 
A. israeli. 

The effect of oxytetracycline in treatment of 
cervicofacial actinomycosis has been examined 
at the Dental Institute of the West German Med- 
ical Academy in Diisseldorf. Three case reports 
were published. 

Case 1. The patient, a 66 year old woman, had 
spasmodic toothaches in the left side of the man- 
dible, and a large swelling above the left man- 
dibular ramus. Motor disturbances of the trigem- 
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inal nerve and spasms of the masticatory 
muscles (trismus, third degree) were observed. 
The roentgenogram revealed an impacted third 
molar with a carious crown. The inflammation, 
not typical in actinomycosis, led to the suspicion 
of osteomyelitis. The therapy consisted in ad- 
ministration of penicillin and streptomycin. The 
patient’s condition, however, remained un- 
changed. 

The impacted molar was extracted under local 
anesthesia. The swelling remained, and a broad 
incision in the oral vestibule was made. No puru- 
lent discharge appeared. Roentgenotherapy 
(four treatments) was uneventful. Bacteriologi- 
cally, the presence of A. israeli was established. 
Vaccinotherapy achieved a gradual decrease of 
the symptoms. Three weeks later, a new abscess 
the size and shape of a walnut appeared inside 
the left cheek. It was opened immediately, and 
thick yellow pus was discharged. Therapy with 
oxytetracycline (2 Gm. daily, administered 
orally) obtained a complete cure in ten days. 
Neither recurrence nor subsequent effects oc- 
curred. 

Case 2. The patient, a 65 year old edentulous 
man, had a sclerotic neoplasm in the inner left 
cheek. A comparable small lesion below the 
buccal mucosa discharged thick pus on slight 
palpation. The abscess was removed, but two 
months later, it reappeared. Microbiologic exam- 
ination revealed an infection caused by A. bovis. 

Therapy consisted of a combination of intra- 
muscular injection and oral doses of oxytetracy- 
cline. For three days, tablets containing 3 Gm., 
and for 16 days, sugar-coated pills containing 
2 Gm. of oxytetracycline were administered. For 
nine successive days, solutions of oxytetracycline 
(100 mg.) were injected. 

A complete cure was achieved in 19 days, and 
neither relapse nor secondary effects occurred. 

Case 3. The patient, a 60 year old man, had 
trismus, periostitis on the left mandibular ramus, 
a fistula below the left second molar, and an im- 
pacted left third molar. After extraction of both 
molars, the inflammatory process receded. Three 
months later, a hard swelling in the region of the 
left masseter muscle appeared, and trismus reap- 
peared. Histologically, a specific granuloma and 
chronic lymphadenitis were determined. After 
roentgenotherapy (five treatments), the symp- 





toms disappeared. Two months later, neoplasms 
in the form and size of small apples appeared be- 
low the angle of the jaw and on the upper neck. 
These neoplasms showed fluctuation. The roent- 
genogram revealed a regeneration of osseous 
structures. Microbiologically, the presence of 
A. israeli was revealed. Roentgenotherapy was 
continued and vaccinotherapy instituted. After 
four months, the condition was seemingly cured. 

During the following year, the phenomena, 
either in similar form or in variations, appeared 
and disappeared after oxytetracycline therapy. 
The last treatment consisted of a combination of 
intramuscular injections and oral doses (similar 
to Case 2). 

Bacteriologic examinations showed no Actino- 
myces. The abscesses, however, reappeared pe- 
riodically. Surgical opening of the temporofacial 
region revealed an abscess hidden in a small cav- 
ity, consisting of granulomatous tissue and re- 
mains of a decomposed hematoma. 

Therapy with oxytetracycline was continued 
for 25 days. No final result can be reported. 

The cases reported seem to indicate that ther- 
apy with oxytetracycline in cervicofacial actino- 
mycosis is effective. Even when complete cure 
cannot be obtained, this treatment is an effective 
adjunct to other therapeutic measures. 


The use of Achromycin and neomycin 
in the treatment of actinomycosis 


Edward C. Hinds and Edward J. Degnan. 
Oral Surg., Oral Med. 
& Oral Path. 8:1034-1038 Oct. 1955 


Actinomycosis is a chronic disease character- 
ized by the formation of granulomatous lesions 
that give rise to multiple abscesses which, in turn, 
drain through fistulas to the surface of the skin. 
Inasmuch as between 55 and 65 per cent of all 
instances of actinomycosis are of the cervicofacial 
variety, and as this disease may spread to the 
lungs if untreated, it is of paramount interest to 
the oral surgeon. This disease entity should be 
considered in the differential diagnosis of any 
chronic inflammatory condition of apparently un- 
known etiology which involves the cervicofacial 
region. 

A review of the therapy of actinomycosis with 


the sulfa and antibiotic drugs is presented. In one 
case, tetracycline and neomycin were used with 
satisfactory results. After insertion of a through- 
and-through rubber drain and Dakin tube, tetra- 
cycline was given in dosages of 300 mg. every 
four hours. Irrigations through the Dakin tube 
were made three times daily with 15 to 20 cc. of 
neomycin solution (2.5 mg. per cubic centime- 
ter). The patient experienced mild nausea, appar- 
ently from the tetracycline; nausea ceased when 
the drug was given with milk. 

The excellent clinical results warrant further 
investigation of this antibiotic regimen in the 
treatment of cervicofacial actinomycosis. Avail- 
able bacteriologic and sensitivity tests should be 
made to confirm early diagnosis and thereby aid 
in effecting an early cure. 


v 


Instruments 


Ultrasonics in dentistry 
(Der Ultraschall in der Zahnheilkunde) 


A. Valldaura. Zahndarztl.Rundschau 64:602 
Nov. 20, 1955 


Ultrasonics, vibrations similar to those of sound 
but having a frequency greater than 15,000 
cycles per second, which is beyond the highest 
frequency limit of the human ear, frequently is 
employed in industry and medical science. 

Although the fundamentals of the ultrasonic 
theory have been known for almost a century, 
the use of ultrasonics in medicine did not begin 
until 1939. Ten years later, however, more than 
2,000 articles on ultrasonics had appeared in 
medical literature, the majority reporting an en- 
largement of its medical sphere and successes in 
diagnosis and therapy. 

Dentistry, however, showed a certain hesita- 
tion regarding this new medium. Only in a com- 
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paratively small number of reports in dental 
literature have the pros and cons of ultrasonic 
handpieces been discussed. These ultrasonic 
handpieces vibrate from 20,000 to 30,000 cycles 
per second; they were adapted from cutting de- 
vices used in heavy industry for precision cutting 
of resistant materials. These new devices are far 
quicker and quieter than the customary rotation 
burs. Patients, on whose teeth drilling was exe- 
cuted with ultrasonic handpieces, felt no sensa- 
tion of pain. 

In future, even higher operating speeds will be 
employed to the advantage of both the dentist 
and the patient. Speeds that a short time ago 
were considered as tremendous, now are viewed 
as moderate. The steady improvement in dental 
instrumentation will continue. 

In many European countries, especially in 
England, France, Germany, Italy, Spain, Switzer- 
land and Russia, the use of ultrasonics in dentistry 
is not confined to instrumentation. Ultrasonic ir- 
radiation is employed in diagnosis and in therapy. 
Favorable, or at least satisfactory, results were 
obtained in the treatment of different types of 
neuritis and in neuralgias in which muscular 
spasms, contractions or trismus occurred. 

In fractures occurring in the maxillodental re- 
gion, such ultrasonic irradiation expedites the 
development of provisional callus and accom- 
plishes a quicker repair. 

Because of its bacteriostatic effect, ultrasonic 
therapy, especially when combined with anti- 
biotic treatment, achieves excellent results in 
focal infections, osteomyelitis and apical granu- 
loma. In periodontal disease, this method 
achieves not only a local but a general improve- 
ment. 

It is certain, however, that present-day re- 
search on ultrasonics has not as yet established 
all the factors which may influence the compli- 
cated mechanism of this ultra sound method, and — 
that the ultrasonic or suprasonic therapy more or 
less is in the experimental stage, and therefore 
still is in a state of evolution. 
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Basic science 
. 
Biology 


The “Hapsburg lower lip” 
(Die Habsburger Unterlippe ) 


Cl. Bohne. Zahndrztl.Praxis 6:12 June 1, 1955 


The “Hapsburg lip,” an immensely enlarged pro- 
truding lower lip, is a peculiarity observable 
through 18 generations, and serves as one of the 
best examples in support of the doctrine of hered- 
ity. Many portraits of members of this family 
(both sexes) have been painted by famous artists, 
and reproductions are used in dental and medical 
textbooks as evidence of the transmissibility of 
congenital characteristics. The prevailing opinion, 
however, that the specific facial feature of the 
Hapsburgs is but a deformation of the lower lip 
(macrocheilia) is as misleading as an assumption 
that this malformation is characteristic of the 
Hapsburg family only. This anomaly existed in 
the royal houses of France, Spain and Burgundy 
long before intermarriages between these fam- 
ilies and the Hapsburgs had taken place. After 


Charles V of Spain 


Robert of Hapsburg- 
Lorraine 


France ( Bourbon) 


several intermarriages many inherited features 
were acquired which, besides the “Hapsburg 
lip,” are long, small noses, protruding eyes, flat 
skull and protruding chin; these phenomena can 
still be found in many descendants of these fam- 
ilies, even to the present generation. Alfonso XIII 
(1886-1941), the last King of Spain, who was a 
Bourbon and not a Hapsburg, possessed all the 
inherited anomalies to which the specific heredi- 
tary disease of the Bourbons, hypoprothrom- 
binemia (hemophilia) was added. Among the 
first men to show some of the inherited phenom- 
ena were John Without Fear (1371-1419) and 
Philip the Good (1396-1467), Kings of France. 
Both had the “Hapsburg lip,” long, small noses 
and protruding eyes. The Austrian imperial fam- 
ily (Hapsburg) showed no anomalies before 
Frederic III (1415-1493), Emperor of Germany. 
Henry II (1333-1379), King of Spain, nearly a 
full century before, had many of the abnormal 
features; however, not the “Hapsburg lip.” All 
hereditary characteristics of the French and Span- 
ish royal houses were combined by the marriage 
(1496) of Philip the Beautiful (1478-1506), King 
of Castile, and Joanna the Insane (1479-1555), 
Queen of Aragon. Many of their immediate and 
remote descendants inherited most of the char- 
acteristics. Among their children, Charles V 
(1500-1588), Emperor of Germany, King of 
Spain and Duke of Austria, showed no signs of 
prognathism in the portrait by Titian (1548); 
the deformity probably was carefully covered by 
the emperor’s beard. An earlier painting by an 
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unknown Flemish artist, however, pictures dis- 
torted features and an excessive malformation of 
the lower jaw. In another portrait (Charles as a 
two and a half year old boy), no signs of abnor- 
malities car. be observed; in a painting made when 
he was seven, Charles displays clearly the begin- 
ning of macrocheilia. Most of the early portraits 
picture him with an open mouth, proving that 
dental articulation, ability to masticate, breathe 
and probably to enunciate normally were ob- 
structed by the malformations. Recent members 
of the Hapsburg family who since Empress Maria 
Theresa (1717-1780), are not Hapsburgs but 
Hapsburg-Lorraines, present either none or only 
two of the inherited characteristics: the small, 
long nose and the protruding chin. For many gen- 
erations no member of the Hapsburg-Lorraine 
family has been afflicted with the “Hapsburg lip.” 


The correlation 

of the size of human teeth 

with one another and 

with certain jaw measurements 


A. Gabriel. D.J. Australia 
27:174-186 Oct. 1955 


In the hope a comparison of the measurements of 
teeth within skulls might throw light on tooth 
development and the gene mechanisms control- 
ling it, the author measured the size of the teeth 
in 27 skulls of adult Australian aborigines. Only 
one dimension—the maximum mesiodistal diam- 
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eter—was measured in each tooth. Measurements 
were made with a pair of pointed sliding calipers 
with a vernier scale recording tenths of a milli- 
meter. Also recorded were one measurement each 
of the upper and lower dental arches in each 
skull, and vertical and horizontal measurements 
of the maxilla taken, respectively, from the nasion 
to the prosthion, and between the points known 
anthropometrically as the “zygomaxillare”—the 
craniometric point at the lower end of the zygo- 
matic suture. The results are summarized in nine 
tables. 

It was found that, without exception, the an- 
terior teeth in each jaw are positively related to 
one another but negatively correlated with the 
posterior teeth. This pattern implies that, within a 
given jaw, if one of the anterior teeth be either 
large or small, the other anterior teeth will tend 
to be correspondingly large or small, but the size 
of the posterior teeth will tend to differ in inverse 
ratio. 

Patterns of correlation were also found to exist 
between any of the upper or the lower teeth and 
those of the opposing jaw which articulate with 
them, and between the lower posterior teeth and 
the upper teeth which lie anterior to those articu- 
lating with them. 

Measurements of the individual teeth had no 
relation to the width of the dental arch, but the 
total of these measurements, equaling the length 
of the teeth in the arch, is correlated with the 
width of the arch. Environment appears to have 
little effect on tooth size. 
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Pharmacology 


Autoroentgenographic studies 

on the distribution of penicillin in the body 
(Autoradiografiska undersékningar 

éver penicillinets distribution i kroppen ) 


S. Ullberg. Sven. tandlak.tskr. 48:141-159 
Aug. 1955 


In clinical work it is often difficult to decide 
whether penicillin can reach the site of infection. 
Penicillin containing the radioactive isotope 
S* instead of the normally present sulphur (S”) 
was prepared by biosynthesis. Sulphur” emits 
weak beta rays and the distribution of the labeled 
penicillin in the body was traced with autoroent- 
genography and Geiger-Miiller counting. 

When administered intravenously, penicillin 
rapidly penetrates the capillary walls, and 20 to 
25 minutes after the injection it reaches its final 
distribution space (in small experimental ani- 
mals). 

The different ways of excretion and the block- 
ing of the renal excretion of penicillin with pro- 
benecid are discussed. 

The pulp and periodontal membrane show a 
high concentration of penicillin whereas the den- 
tin and enamel seem to be penicillin-free. 

The penetration of penicillin into local patho- 
logical regions such as abscesses and necroses was 
also studied. Penicillin penetrated the abscess 
membrane, but in chronic abscesses the diffusion 
from the periphery toward the center was poor. 
The penicillin did not penetrate into dry necrotic 
regions. 

In addition to the autoroentgenographic in- 
vestigations, determinations with a Geiger-Miiller 
counter were made to study the penetration of 
penicillin into cells and the binding to proteins. 

Penicillin did not penetrate intracellularly (ex- 
ception: leukocytes) but chiefly distributed itself 
in extracellular liquids. 

Its distribution in the body seems to be influ- 
enced by a reversible binding of some of the 
penicillin to serum albumin. 

Penicillin was not found to undergo changes 
in the passage through the body except for a 





transformation of a small part of the injected 
quantity into a biologically inactive form. 

Two survey autoroentgenograms illustrate the 
distribution at different times after the injection. 
The distribution of penicillin in some regions of 
special clinical interest is illustrated with detailed 
autoroentgenograms.—G. Ryge 


Vv 
Anthropology 


Odontopathies of the prehistoric man 
(Zahnkrankheiten des prahistorischen 
Menschen) 


D. Schranz and G. Huszar (Budapest). 
Zahnar2tl.Welt 10:395 Aug. 10, 1955 


Physical anthropology and comparative anatomy 
can explain many problems of dentition in mod- 
ern man. Knowledge of the evolution of the in- 
dividual teeth aids in understanding variations 
and the history of the relation between cusps, 
grooves and fossae. Modern man’s tooth eruption 
sequence deviates from the ancestral sequence. 
The dentition of modern man, however, is de- 
rived from that of man’s predecessor and ulti- 
mately reaches back to prehistoric man. 
Specializations of characteristics occur that are 
not only quantitative but, recently, qualitative 
entities. Man’s dentition was and is in constant 
transition and evolves away from that of the pre- 
historic man. 

A total of 4,660 teeth from 276 skulls was ex- 
amined to form the elements of a report on the 
recent Hungarian archeologic excavations. The 
average age of the prehistoric men was estimated 
at about 38 years: 1.6 per cent of the teeth ex- 
amined were carious, 0.65 per cent corroded to 
the very roots, and 2.44 per cent of the teeth were 
probably lost during the lifetime of the early men. 
Among the 67 carious teeth were only three in- 
cisors. In 56 teeth the caries originated in the 
enamel-cementum border region. In prehistoric 
man, caries in the lower teeth were more frequent 
than in the upper jaw. The gradation of the 
abrasion was recorded according to Martin’s clas- 


sification. The normal wearing away of the tooth 
substance under the stress of mastication was ex- 
ceedingly high. Several anomalies have been ob- 
served such as retention, impaction and 
multirooted cuspids. An exact evaluation of the 
excavated material, especially in regard to peri- 
odontal conditions has, up to the present, been 
impossible. It was clear, however, that in prehis- 
toric man, alveolar atrophy and caries did exist 
simultaneously. 


v 
Pathology 


Peripheral fibromas of the oral cavity 


Thomas W. James and Leo J. Rosellini. 
Northwestern Med. 54:139-142 Feb. 1955 


Practically all of the tumors which occur in other 
parts of the body can be found in the oral cavity. 
They form from the oral mucosa and other em- 
bryonic and mature structures that compose the 
soft tissue in and about the oral cavity. 


Hyperplasias 

INFLAMMATORY HYPERPLASIAS Some of the 
most common tumors in the mouth are not true 
neoplasms, but are localized inflammatory hyper- 
plasias. Generally, their true nature is easily rec- 
ognized, but occasionally a small malignant tumor 
has the general appearance of inflammatory hy- 
perplasia and, if the tissue is incompletely excised 
without pathologic examination, the recurrent 
tumor may spread beyond control. In other in- 
stances, hyperplasia of long standing may lose its 
inflammatory character through disappearance of 
inflammatory cells and increased production of 
collagen fibers, when it is not easily differentiated 
from a fibroma. 


DIPHENYLHYDANTOIN SODIUM HYPERPLASIAS 
The continuous daily use of diphenylhydantoin 
sodium for the treatment of epilepsy may cause 
hyperplasia of the gingiva in susceptible patients. 
Clinically, the gingivae show considerable over- 
growth which starts with an enlargement of the 
interdental papillae, and involves finally the entire 
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gingival margin. The teeth become partly sub- 
merged in the hyperplastic tissue which has firm 
consistency and is not particularly prone to hem- 
orrhage. Microscopic examination of the gingival 
tissue shows acanthosis with thickening and 
downgrowth of the epithelium rete, and occa- 
sionally the formation of pearls. The corium 
shows edema of the papillary layer and an in- 
crease in collagen fibers of the submucosa. 


PREGNANCY TuMORS The gingival changes 
which occur in pregnant women assume four 
forms. These may or may not be progressive man- 
ifestations of the same underlying factors. The 
first form is characterized by bleeding of the gums 
when traumatized by toothbrush, food or other 
means. If there has been a pre-existing tendency 
toward bleeding, this tendency is often exagger- 
ated during pregnancy. In the next form usually 
only the free gingival margin is involved. It takes 
on the color and appearance of a raspberry. The 
highly inflamed tissues bleed easily on being 
probed. The third form is generalized hypertro- 
phy of the tissue. Here, the gums are swollen, 
assume a dull red color and, if irritation is present, 
the borders become bright red. The gum papilla 
will become hypertrophic or grow out from the 
under surface of the free gingival margin to 
cover a large portion of the tooth, pushing the 
normal gingivae back and forming a straight, 
blanched line immediately above the prolifera- 
tive tissue. This form is referred to as “hypertro- 
phic gingivitis of pregnancy.” Fourth is the so- 
called pregnancy tumor, which is usually confined 
to a single growth, springing up at any point in 
the mouth. Such growths may become rather 
large and in many instances interfere with masti- 
cation. Such trauma may produce an area of gray- 
ish necrosis on parts of the surface. It may begin 
early in pregnancy, usually grows rapidly, and 
bleeds easily. The pregnancy tumor differs from 
ordinary epulis in that it may either disappear 
entirely or diminish greatly in size after parturit- 
ion. All forms of pregnancy gingivitis, if not 
properly treated, are likely to recur with subse- 
quent pregnancies. It is well to emphasize that 
the great majority of these gingival changes occur 
at times usually associated with hormone change, 
that is, during pregnancy, menstruation and 
puberty. 
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Peripheral giant-cell tumors ( epulis) 


The peripheral giant-cell tumor forms on the 
alveolar gingiva and for this reason is called a 
giant-cell epulis. It may be sessile or peduncu- 
lated, and is generally found on the outer surface 
rather than the lingual surface of the alveolus. 
Unless ulcerated, it is painless. It is of firm con- 
sistency, but very vascular. It grows fairly rapidly 
and may cause resorption of bone by encroaching 
on the alveolus. If incompletely removed, it may 
recur, but it does not metastasize. 


Fibroblastomas 


Fibroblastomas of mesenchymal origin are 
composed of cells which, when mature, are 
known as connective tissue cells or fibroblasts. 
The slowly growing tumors produce more cells 
which in turn produce collagen fibers in abun- 
dance; whereas, in the rapidly growing tumor, the 
cells remain immature and produce little or no 
intercellular substance. The former is given the 
term fibroma, the latter fibrosarcoma. There is no 
distinct dividing line. According to Thoma, if 
mitotic figures are found, the tumor should be re- 
garded as malignant in nature. 


Fibromas 


The fibroma tumor is typically benign and oc- 
curs frequently in the mouth. The tumor is gen- 
erally well defined. It may be sessile or peduncu- 
lated and may be soft or firm in consistency. The 
former are of reddish color; the latter are covered 
by pale-appearing smooth epithelium. The tumor 
grows slowly and generally has a duration of 
many years. The hard fibroma microscopically 
shows a stroma of connective tissue made up 
principally of thick interlacing bundles of colla- 
gen fibers. The soft fibroma is more vascular than 
the hard variety, and the collagen fibers are 
loosely arranged. Other varieties are myxofibro- 
mas, fibrohemangiomas and osteofibromas. Con- 
genital fibromas are derived from the mesen- 
chymal part of the tooth germ. They are seen 
attached to the labial plate of the maxilla and 
form a smooth round tumor which is peduncu- 
lated and covered with a pink mucosa. Another 
clinical variety of fibroma that involves the entire 


gingivae in a diffuse manner is fibromatosis; the 
gingiva has a smooth or nodular appearance as 
seen in hard fibromas. 


Fibrosarcoma 


Fibrosarcoma is a rare tumor. It occurs in a 
peripherial form at the part of the jaw covered by 
skin. This tumor forms from the outer layers of the 
periosteum or from the cervical part of the perio- 
dontal membrane. If it develops rapidly, the cells 
have no opportunity to mature and, therefore 
form no collagen fibers. 

The subcutaneous fibrosarcoma arising from 
the jaws generally occurs in children. The intra- 
oral types are more often seen in older patients. 
The latter are not as malignant as the subcuta- 
neous. The intraoral type forms irregular ulcerat- 
ing lesions which grow rapidly. As it expands, it 
may take on a lobulated shape and may develop 
to such size that the tongue is pressed to one side 
of the palate and the mouth is filled completely 
with the tumor mass. If the teeth are involved, 
they become displaced and loosen, and if ex- 
tracted, the tumor grows more rapidly. In the 
very early stage, treatment consists of roentgen- 
ray therapy. Radon ointment cannot always be 
applied on account of the peculiar configuration 
of the growth. Some believe that radical surgery 
favors cure, and that the routine use of local anes- 
thesia is important.—Alexander F. Baranoff 


Alterations in the 

reticuloendothelial system: reticulitis and 
reticulosis (Les altérations du systéme 
réticulo-endothélial: réticulites et réticuloses ) 


P. L. Maronneaud. Cah. odontostomat., 
Marseille 5:17-26 June 1, 1955 


Disturbances caused by alterations in the reticulo- 
endothelial system form a new pathologic chap- 
ter. As yet, neither the affiliation nor the classifica- 
tion can be determined sufficiently. Cellular 
varieties exhibit many diversities and similarities 
to other diseases. Reticulitis (viral, monocytemic; 
Letterer-Siwe’s, Smith’s and Faivre’s diseases), 
and reticulosis (leukemic; and proliferation of the 
reticuloendothelial system), however, produce 
acute and chronic symptoms. The polymorphic 


character of these diseases depends on injury, on 
cellular strain (medullary, lymphoid and histi- 
onic) or represents a cytoplasmic degeneration 
in particular localities such as the face, ganglions 
and skeleton. Anatomic-pathologic and clinical 
varieties such as mesenchymoma, _Besnier- 
Boeck’s, Schaumann’s, Cooley’s, Kahler’s, Nie- 
mann’s, Albright’s and Gaucher's diseases and the 
eosinophil granuloma are clearly recognizable. 

One instance of eosinophil granuloma is pre- 
sented, the differential diagnosis discussed, and 
the relationship between eosinophilic granuloma 
and Letterer-Siwe’s and Niemann’s diseases is 
pointed out according to Jaffe and Lichtenstein. 
Bercher (1931) observed Niemann’s disease at 
the maxillary level, and Nanta-Gadrat (1937), at 
the dermal level. Onset and malignancy of reticu- 
litis and reticulosis are determined although little 
information is presented to indicate whether these 
diseases really differ from other fibrous injuries 
of osteoid structures or belong to fibrous oste- 
opathies of the jaws. 


Acute herpetic stomatitis 
in the young adult 


Ernest Baden and Alfred Feinglass. 
New York D.J. 21:385-395 Oct. 1955 


Six cases of acute herpetic stomatitis observed at 
the Westover Air Force Base Hospital are dis- 
cussed, together with the etiology, clinical find- 
ings, course, and treatment. 

The infection seems to require a trigger 
mechanism in addition to the predisposing and 
contributing factors. The incidence of herpetic 
stomatitis is highest in children, high in young 
adults and low in adults. Sex, diet, climate and 
genetic factors have no decided influence. A 
lowered general and local resistance, metabolic 
changes, upper respiratory infections and certain 
febrile infectious diseases may be predisposing 
causes. Herpetic lesions occur frequently during 
the menses, pregnancy, hyperthyroidism, leu- 
kemia and nutritional deficiencies. Allergies, 
trauma and nervous tension may be contributing 
factors. The determining etiologic factor is the 
herpes simplex virus, transmitted by the saliva, 
direct contact or other routes of inoculation. 
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The clinical picture is complex. The early clini- 
cal findings may be confused with other local or 
systemic conditions. The history usually reveals 
a decrease in general resistance, overexertion and 
excessive fatigue. The chief complaints include a 
loss of appetite, headache, malaise and a burn- 
ing or itching sensation in the oral cavity. Some 
patients may complain of a dull pain, a metallic 
taste, a peculiar odor, and excessive dryness and 
irritation of the oral mucous membranes. In the 
acute stage, temperatures of 103° F. may be ob- 
served; intense pain interferes with normal food 
intake; clusters of vesicles, varying in size from 
that of a pinhead to a large bulla, appear, sur- 
rounded by a typical bright red circular inflam- 
matory border. They are covered by a semi- 
opaque membrane and contain a clear fluid. 
When the vesicles rupture, they become exceed- 
ingly painful. After a few days, the herpetic lesion 
resembles a nonspecific ulceration with ragged 
margins, covered by a pseudomembrane of gray- 
ish material. Profuse salivation occurs. A painful 
adenitis commonly is observed. When the vesicles 
have ruptured, healing proceeds slowly. 

Diagnosis is made by correlating the history, 
clinical observations, course, laboratory tests and 
response to therapy. 

Severe forms of herpetic gingivostomatitis de- 
mand intensive therapy aimed at raising the gen- 
eral resistance of the patient, combating 
secondary infection, controlling pain, and con- 
trolling the herpes simplex virus. Although no 
specific treatment exists, chlortetracycline by 
mouth seems to give the best results. A dosage 
of 250 mg. every six hours for three days is suf- 
ficient in the average case. Local treatment con- 
sists of the application of gentian violet 1 per 
cent on the ruptured vesicles, and a bland neu- 
tralizing mouthwash. 


Glomerulonephritis caused by dental foci 
(Glomerulonefrite parcellare da focus dentale) 


A. Provwvisionato. Ann. stomat., Roma 
4:171-179 June 1955 


Many instances have been reported in the dental 
literature in which systemic diseases of the joints, 
heart, eyes or kidneys were cured or relieved by 
the removal of dental foci. Glomerulonephritis, a 
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variety of nephritis, occurs in acute, subacute and 
chronic form, usually caused by a focal infection 
with hemolytic streptococci in the kidney region. 

An unusual example of this disease, character- 
ized by strong pain and foci in eight lower teeth, 
was observed. Any irritation immediately pro- 
duced discharge of blood in the urine. These se- 
vere renal symptoms were noticed three times 
during the 40 days before the dental operation 
was performed. All pathologic phenomena (sub- 
jective and objective) disappeared completely 
after the extraction of the involved teeth. During 
the postoperative observation (11 months), no 
functional evidence of glomerulonephritis or any 
collateral symptoms could be noticed. 

Glomerulonephritis, described in the medical 
literature as being caused by a focal infection of 
the capillary loops in the kidneys, could therefore 
also be induced by a focal infection in the oral 
cavity. 


The sympathetic nervous system 

in dental pathology (Le réle du systéme 
nerveux sympathique dans la pathologie 
bucco-dentaire ) 


J. Ketelslegers. Rev. Belge stomat. 
52:342-352 April-June 1955 


The sympathetic nervous system (autonomic ner- 
vous system) includes the fibers of the cranial and 
sacral nerves and those of the whole sympathetic 
chain, innervating the viscera and smooth muscles 
as well as the glands. From the pathologic point 
of view, this innervation, necessary for the main- 
tenance of life and function of various organs, 
still involves problems that are far from being 
solved. No treatment of the disturbances in this 
system has as yet been proved entirely satisfac- 
tory. 

Further histological investigations, especially 
in regard to neurophysiology as well as dentistry, 
may contribute to an understanding of the func- 
tional aspects. Recently, however, excellent re- 
sults have been reported in the international 
literature from the use of a periarterial infiltration 
to achieve a complete physiologic blockage of the 
sympathetic plexus. It is too early to evaluate 
fully this method as an effective and lasting 
therapy, but the successful results reported war- 


rant continuation of experiments. In this treat- 
ment, pain sometimes recurs. It will then be rela- 
tively simple to divide the involved nerve fibers 
by a surgical approach without causing additional 
trauma. 


Aspects of allergy 


E. Lipman Cohen. Brit. D.J. 
99:185-191 Sept. 20, 1955 


Five aspects of allergy are considered from the 
standpoint of a dermatologist: general principles 
of allergy; sensitivity to local anesthetics; derma- 
titis medicamentosa caused by antibiotics; al- 
lergic stomatitis medicamentosa, and _ allergic 
stomatitis venenata. 

Allergy has seven essential features: (1) con- 
tact of the organism with a foreign substance 
called an allergen; (2) a modification of the or- 
ganism’s reaction to this substance; (3) the re- 
action has specificity; (4) the allergen may be 
living or inanimate; (5) the altered reaction is the 
result of contact of an organism capable of react- 
ing in this altered way with a specific allergen 
without the intervention of any third cause; (6) 
the use of the term allergy does not imply that the 
nature of the physiopathologic mechanism is 
stated, and (7) the altered reaction of the organ- 
ism may be either greater or smaller than the nor- 
mal reaction occurring at the first contact with 
the allergen. 

Diagnosis of an allergic disorder depends above 
all on the history. The allergen can never be more 
than one of the causes of the disease or of the 
symptoms. In the majority of instances, an emo- 
tional factor underlies the development of the 
allergic state. 

Cross-sensitization is “the phenomenon where 
the allergic sensitization, engendered by one com- 
pound, extends to one or more other compounds” 
(Baer, 1954). These other compounds are related 
chemically to the sensitizing compound. Local 
anesthetics are the commonest cause of dermatitis 
among dentists; others include soap, acrylic res- 
ins, photographic developers and formaldehyde. 
Dentists sensitive to procaine may be sensitive to 
chemically related substances, and to aniline and 
picric acid. But sensitivity to one local anesthetic 
does not mean sensitivity to all local anesthetics. 


Lidocaine has a different structure than procaine, 
and these substances do not cross-sensitize each 
other. 

The commonest drug rashes due to penicillin 
are urticaria and erythema multiforme. The for- 
mer can be suppressed by antihistamine drugs 
whereas the latter usually is unaffected by them. 

Stomatitis is a complication of the administra- 
tion (usually prolonged) of many drugs. Beham 
and Parr (1948) described three patients who de- 
veloped painful erosive and ulcerative stomatitis 
after prolonged treatment with injections of strep- 
tomycin. 

Stomatitis venenata includes two distinct dis- 
ease processes: (1) stomatitis due to physical 
agents and primary irritants, and (2) stomatitis 
due to sensitizing substances. The former is a di- 
rect physical or chemical injury and the process is 
similar to that of a burn; the latter is an allergic 
process. 

Technics of patch-testing as described by 
Goldman and Goldman (1944), Sidi and Casalis 
(1950), Farrington (1947) and Jakobs (1953) 
are reviewed. 

The commonest manifestations of allergic con- 
tact stomatitis are dryness, painful regions, ery- 
thema and edema. Vesicles and bullae are found 
much less often. The cause most thoroughly 
studied is sensitivity to dentures. Among the ma- 
terials in dentures which can give rise to sensitiv- 
ity are rubber, resin, vulcanite and plastic. Stoma- 
titis may also be caused by dentifrices, penicillin 
lozenges, chewing gum and mercury. 


Diverging sex-morbidity trends 
in cancer of the mouth: 
A hospital morbidity study 


Marion H. Russell. Brit. Med. J. 
No. 4943:823-827 Oct. 1, 1955 


A noteworthy trend is the apparent decrease in 
cancer of the mouth suggested by a falling stand- 
ardized mortality rate for both sexes beginning in 
the later part of the decade from 1930 to 1939. 
The present hospital morbidity study shows that 
in the northwest of England, in the Manchester 
Regional Hospital Board area during the periods 
1935-39 and 1945-49, there is evidence of a pro- 
nounced decrease in the incidence of cancer of 
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the mouth in men only. In women, on the con- 
trary, there is evidence of an increase in the 
morbidity rate. For all sites in the mouth the de- 
crease in the incidence of cancer for men is 43 
per cent, whereas the increase for women 
amounts to the almost identical figure of 42 per 
cent. The most striking change for women is the 
60 per cent increase in cancer of the tongue. 

The incidence of cancer of the mouth in men 
decreased in each kind of community—county 
borough, municipal borough and urban district, 
and rural district. Only in the rural districts does 
the rate for women show a decrease. This de- 
crease for women is attributable to the fact that in 
the earlier period the rate was higher in the rural 
districts than in the other communities. 

Differential analyses of morbidity rates are con- 
ducted on an age-specific and local authority area 
basis. Possible etiological factors are discussed, 
including smoking habits, unemployment and 
other social factors, and the “soft” water supply 
in the textile communities. 

There is some evidence that the lower inci- 
dence for men is not confined to England; in a 
French study of cancer of various sites (Denoix 
and others, 1954), reference is made to an appar- 
ent decrease in cancer of the tongue for males. 
Amelioration of the cancer problem is to be 
sought in the field of preventive medicine. Any 
genuine decrease in incidence merits as assiduous 
attention as an observed increase. 


Virus infections of interest to the dentist 


Ernest Jawetz. Oral Surg., 
Oral Med. & Oral Path. 8:1069-1073 Oct. 1955 


There are three categories of viral infections of 
interest to the dentist: (1) viral infections with 
prominent oral manifestations which are seen by 
the dentist earlier and more frequently than by 
the physician; (2) viral infections which might 
be transmitted accidentally by the dentist to his 


patients and (3) viral infections, particularly of 
the respiratory tract, which the dentist may ac- 
quire accidentally from his patients. 

Examples of the first category are the mouth 
lesions of the infectious diseases of childhood, 
such as measles and chicken pox, and the oral 
manifestations of herpes simplex virus. 
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The viruses of hepatitis may be transmitted by 
the dentist to his patient. The infectiousness of 
human blood or plasma may be exceedingly high; 
as little as 0.00001 cc. of blood has proved to be 
infectious. For absolute safety, all potentially con- 
taminated instruments should be autoclaved (15 
minutes at 15 pounds pressure) or sterilized by 
dry heat (170° C. for one hour). Only thus can 
the safety of patients be insured and medicolegal 
complications avoided. 

Dentists, physicians, technicians and other 
medical personnel are subject to the risk of ac- 
quiring hepatitis through accidental inoculation 
(needle scratch, puncture, cut and so forth). The 
viral infections to which the dentist is most fre- 
quently exposed in the course of his work are the 
common respiratory ailments, particularly the 
common cold, influenza and other viruses causing 
acute respiratory diseases. These infections are 
transmitted by droplets from the patient’s upper 
respiratory tract, particularly during talking, 
coughing and sneezing. Ordinary gauze masks 
worn by the dentist do not constitute effective 
barriers for droplets. An effective mask should 
have not less than 12 layers of gauze, or should 
be lined with flannel, and should be tight fitting. 
Such masks are uncomfortable and inconvenient 
to wear for long periods. There are no effective 
prophylactic measures against the common cold, 
and the vaccines against influenza are limited in 
value. 


Cervicofacial actinomycetic mixed 
infection: a stomatic infection (Die cervico- 
faciale aktinomykotische Mischinfektion; eine 
stomatogene Infektion) 


P. Lorenz. Zahndrztl.Welt 10:325 June 25, 1955 


Cervicofacial actinomycetic mixed infection 
usually is caused by a stomatic invasion of com- 
mensal anaerobes, particularly these of the spe- 
cies Actinomyces israeli. When accompanied by 
other species of the bacterial flora, such an in- 
vasion will produce pathogenic conditions. This 
acute contamination is characterized by a fetid 
inflammation in the oral cavity. When the chronic 
processes in the cervicofacial region do not offer 
sufficient foundation for a differential diagnosis, 
actinomycosis should be suspected. 





Actinomycosis is a chronic infectious disease 
of cattle, transmitted to man, caused by actino- 
myces, and characterized by the formation of 
granulomatous lesions that form abscesses. Micro- 
biologic determination is reliable; it requires, 
however, a considerable experience and knowI- 
edge in this special field. 

Provocative therapy with actinomycetic fungi 
is recommended when additional etiologic and 
diagnostic information cannot be obtained. Pre- 
servative surgical therapy, treatment with potas- 
sium iodine or stimulation of roentgen irradiation, 
should be used. 

In severe cases, an increase of the body’s de- 
fense power should be achieved by ferruginous, 
arsenical or vitaminic medication, heliotherapy, 
diathermy or antigenic penicillin treatment. Cura- 
tive effects will be obtained only if a dosage of 
10 million penicillin units is used. This antigeno- 
therapy seems to assure complete freedom from 
mucocutaneous relapses. 


Angioneurotic edema (Das Quinckesche Odem) 


Th. Port. Deut.Zahndarztebl. 9:525-526 
July 22, 1955 


Quincke’s (angioneurotic) edema is characterized 
by sudden appearance of temporary edematous 
areas of skin, mucous membrane and occasionally 
of the viscera. It belongs to the group of angio- 
neurotic diseases and is functionally limited to the 
peripheral circulatory system. The edematous 
swelling reaches subcutaneous tissues and forms 
elevations about the size of a pea or a pigeon egg. 
After some hours or days these flying edemas dis- 
appear but may reappear on the same or different 
spots. Eyelids, lips, parts of chin, cheek, scrotum, 
penis and the extremities are preferred locations, 
but mucous membranes of mouth, pharynx, stom- 
ach and small intestine also can be attacked. 
Facial edemas distort the features; the patient 
is disturbed but these edemas usually are fairly 
harmless. Edemas of mucous membranes, how- 
ever, (especially glottic edema) often produce 
dyspnea, and immediate tracheotomy then is 
indicated. As accompanying phenomena, in- 
creased secretion and signs of irritation will be 
observed, leading to polyuria, abnormal nasal 
discharge, vomiting, hemorrhage of skin and 
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mucous membranes, hematuria and hemorrhagic 
diathesis. Quincke believed that even meningitis 
and Meniére’s syndrome can be caused by flying 
edemas. Cases of Quincke’s edema, described by 
Utz, Schulz, Altenhof, Morawitz and the author 
are reviewed. 

Disposition to this disease is probably heredi- 
tary; men are more vulnerable than women. For 
the dentist, the differential diagnosis is difficult, 
especially if swellings on cheeks, upper lips and 
other facial parts occur. These symptoms re- 
semble those of suppurating inflammation in the 
dental system. In most instances of Quincke’s 
edema, special treatment is unnecessary. In case 
of emergency, intravenous or subcutaneous in- 
jections of calcium, ephedraline (1 cc.), or 
administration of ephetonine (1 tablet) or anti- 
histamine preparations, will be successful. The 
first and main consideration, however, must be a 
quick and correct diagnosis. 


Pathology of tracheal syphilis: 

penicillin therapy of syphilis in the oral cavity 
(Zur Pathologie der Luftréhrensyphilis: 
zugleich ein Betrag zur Penicillinbehandlung 
von Lues in der Mundhdhle) 


W. Herzog and F. W. Conrad. Miinchen.med. 
Wehnschr. 97:933 July 22, 1955 


The patient, a 44 year old man, presented struc- 
tural and cutaneous lesions primarily located in 
the trachea, which extended to the mucous mem- 
brane and to other regions of the oral cavity. 
Therapy consisted in the administration of 7.2 
million units of procaine penicillin during a pe- 
riod of six weeks. The symptoms present were 
similar to those of epidemic influenza such as 
depression, distressing fever, acute catarrhal in- 
flammation of nose, larynx and bronchi, neuralgic 
and muscular pains, gastrointestinal and nervous 
disturbances. They were accompanied by a dark 
brown malodorous expectoration. 

After a subjective improvement, a rapidly in- 
creasing inspiratory and expiratory stridor de- 
veloped, followed by dyspnea, and finally death. 

The autopsy established as the fundamental 
condition a narrowing contraction of the trachea 
caused by syphilitic lesions. Histologic examina- 
tion revealed a progressive ulceration of the 
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mucous membrane and other oral tissues, and 
within an extensive scarry process a soft, gummy 
tumor, the shape and size of a walnut. The neo- 
plasm was of the type usually occurring in tertiary 
syphilis. The rapid growing of this enlargement 
completely closed the trachea posterior to the 
bifurcation, causing the patient’s death from 
suffocation. 

Unquestionably, the penicillin medication had 
been either too insignificant to cope with a 
gumma of such a size (a second smaller gumma 
was observed in the liver) or the period of peni- 
cillin treatment was too short. 

To avoid the development of such complicated 
ulcerations in the walls of the trachea or in any 
part of the oral cavity, which often lead to carti- 
laginous necroses and considerable formation of 
scars, it is recommended that the treatment 
should proceed from primarily small doses of 
penicillin to large doses during a period of at 
least three months, or until several successive 
negative Wassermann reactions prove that com- 
plete healing is achieved. Today almost no in- 
stances of tertiary syphilis are observed. This 
trend may be interpreted as a quantitive reduc- 
tion of all forms of congenital syphilis in recent 
years indicating increased effectiveness of vene- 
real disease control. 

Congenital syphilis, however, will constitute 
a public health problem for some time, and it is 
imperative, therefore, that physicians and den- 
tists remain alert to the contribution that they 
can make toward complete control of this disease. 


Aphthous stomatitis caused by allergy 
to metals and plastics: report 

of case (Ein Fall von Stomatitis aphthosa 
durch Metall- und Kunststoffallergie ) 


E. Archangeli. Zahnarztl. Rundschau 
64:407 Aug. 5, 1955 


A 39 year old woman displayed a severe aphthous 
stomatitis, characterized by white vesicles on lips, 
gingiva and floor of the mouth, accompanied by 
an acute inflammation of the entire oral cavity. 
The symptoms appeared immediately after a par- 
tial upper prosthesis made of plastic resin and 
three crowns (silver alloy) were placed in her 
mouth. A short time after these prostheses were 
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removed, a rapid improvement was observed. 
The patient’s previous history in regard to aller- 
gic symptoms was negative. Patch tests were 
made with minute portions of the substances sus- 
pected of causing the allergic symptoms and aph- 
thous stomatitis. The results of the patch tests 
were as follows: to silver alloy alone, hardly any 
reaction; to plastic resin alone, isolated vesicles 
in all oral regions; to the combination of both 
mediums, a noticeable increase of vesicles and an 
acute inflammation. The conclusion reached was 
that this was a rare instance of an unusual sus- 
ceptibility to the combination of silver alloy and 
plastic material, when these substances were used 
either in a prosthesis or as a patch test. 


Vv 
Physiology 


Newer knowledge 
of salivary gland physiology 


J. F. Volker. J. Canad. D.A. 21:571-572 
Oct. 1955 


Although the local actions of saliva in digesting 
starch, inhibiting bacterial growth, mechanically 
cleansing oral tissues and accelerating blood co- 
agulation are generally well known, the investi- 
gations that indicate a relationship between the 
salivary glands and other body tissues have not 
been incorporated into the dental literature. The 
latter investigations are briefly reviewed. 





Ginn and Volker in 1942 reported that rats 
having their salivary glands removed at weaning 
and subsequently maintained on a fortified milk 
diet suffered a significant reduction in growth 
rate when compared with controls with intact 
salivary glands. Higashijo reported that the re- 
moval of the submaxillary glands and ligation of 
the parotid gland in young rats resulted in hyper- 
trophy of the uterus in the female and atrophy of 
the testes in the male. Lacassagne noted that 
the administration of testosterone changed the 
submaxillary gland of the female mouse to the 
male type and the reverse was produced when 
the male mouse was given folliculin. Additional 
support for the concept of a gonad-salivary gland 
relationship is found in the investigation of Shafer 
and Muhler. Information has been accumulating 
that suggests a salivary gland-thyroid gland in- 
terdependence which may be of significance in 
modifying experimental dental caries suscepti- 
bility. The addition of desiccated thyroid to a 
caries producing diet reduces dental caries in the 
rat to the same degree as does sodium fluoride 
ingestion. When the activity of the thyroid gland 
is decreased by thiouracil feeding, dental caries 
in the rat is significantly increased. Muhler and 
Shafer report that testosterone increases the anti- 
cariogenic effect of desiccated thyroid even 
though testosterone itself is without effect on the 
incidence of experimental dental caries. 

It is increasingly obvious that the salivary 
glands have some direct relation to the thyroid 
gland and probably some indirect relation to the 
gonads. These associations may have some influ- 
ence on dental caries attack rates. 
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Education 


College of Medical Evangelists 
School of Dentistry 


].South. California D.A. 23:34-39 Dec. 1955 


On September 18, 1955, the fourth school of den- 
tistry in California—the new School of Dentistry 
of the College of Medical Evangelists—was dedi- 
cated. The $1,000,000 building is at Loma Linda, 
in the San Bernardino Valley, 60 miles east 
of Los Angeles. The college is owned by the 
Seventh-Day Adventist Church, which contrib- 
utes a sizable share of the student’s tuition. 

The steel and concrete building is air condi- 
tioned, and has an area of 50,000 square feet. It 
contains laboratories and a lecture amphitheater, 







The College of Medical Evangelists’ new School of 


Dentistry is housed in an air-conditioned building at 


Loma Linda, California 





a room for biologic research, a clinical-medical 
laboratory, and a demonstration room which is 
soundproof, with lighting remotely controlled 
from an adjacent room. The clinic has 133 chairs. 
Each of the 20 full-time dental faculty members 
has a private office equipped with an individual 
laboratory. Of the four lecture rooms, one is de- 
signed for teaching a course for dental hygienists, 
two seat 80 students each, and the fourth is an 
amphitheater seating 70. Recorded music is piped 
to all clinics and laboratories. A children’s clinic 
is equipped with small chairs. 

The School of Dentistry opened two years ago, 
with dental students using facilities temporarily 
provided by the School of Medicine. The school 
gives preference to Seventh-Day Adventist stu- 
dents; after qualified applicants from this group 
have been accepted, the remaining students are 
chosen from among other qualified applicants re- 
gardless of race or creed. The college has a re- 
volving loan fund which meets a large share of 
the needs of the students in its other schools; 
since the School of Dentistry is new, financial aid 
to its students is still a problem. Plans are to in- 
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crease the revolving loan fund so that eventually 
it will be available to aid incoming dental stu- 
dents. 

The College of Medical Evangelists offers pro- 
fessional education in three major areas—medi- 
cine, dentistry and nursing—and in the para- 
medical areas of dietetics, medical technology, 
physical therapy and x-ray technology. 

M. Webster Prince is dean of the School of 
Dentistry. Willard C. Fleming, dean of the Uni- 
versity of California School of Dentistry, spoke 
at the dedicatory ceremonies. 


The preclinical sciences and roentgenology 


Ben W. Warner. J.Missouri D.A. 
35:6-12 Oct. 1955 


Dental students would benefit substantially if the 
clinical roentgenology instructor and the instruc- 
tors in the preclinical sciences correlated their 
teaching. The science of interpreting roentgeno- 
grams rests on the basic sciences. Much unneces- 
sary repetition on the part of the roentgenology 
instructor could be eliminated if roentgenologic 
interpretation was closely related in the beginning 
with the preclinical sciences. The combination 
of vertical and horizontal teaching programs is 
favored. 

The basic theoretical knowledge of roentgen 
rays is established in physics. A knowledge of 
chemistry is necessary to understand the proc- 
esses of exposure, development and fixing, and 
the chemical changes involved in photography. 

It is useless to try to interpret a roentgenogram 
unless one has an exact knowledge of the normal 
anatomy of the region presented in the roentgeno- 
gram. Lectures and demonstrations in dental 
anatomy could be illustrated with roentgeno- 
grams showing the anatomic relations of the teeth, 
soft tissues and jaws. The use of roentgenograms 
of the head could be described in conjunction 
with laboratory dissection technics in human 
anatomy. Third dimensional dissection transpar- 
encies could be used in conjunction with dissec- 
tion and complete head roentgenograms. Such 
usages would add to the student's realization that 
a roentgenogram is not a flat plane picture but a 
series of planes superimposed one on another. 
The study of anatomic structures and roentgeno- 


logic interpretation should be correlated at the 
time the anatomy course is given, and not post- 
poned until the student has retained only a vague 
memory of the normal anatomy of the teeth and 
their oral counterparts. 

In a similar fashion, roentgenologic interpreta- 
tion can be correlated with the teaching of embry- 
ology, oral histology, pathology, biochemistry, 
pharmacology, bacteriology and physiology. 

If the dental student has a good preclinical] 
foundation oriented with clinical applications 
and examples of roentgenology, it will increase 
his ability to interpret roentgenograms during 
his clinical years and will improve his back- 
ground for the entire field of dentistry. 


Dentistry in Ecuador 
(Zahnarztlicher Bedarf in Ekuador) 


Theodoro Dobkowsky, Guayaquil, Ecuador. 
Dental Echo 25:34-36 Dec. 1955 


Ecuador, a small South American republic, 
has a population of about 3,000,000, but half 
of its people consists of pure Indians and half- 
breeds, and these people seldom visit the dentist’s 
office. 

Ecuador's capital, Quito, is located 8,400 feet 
above the sea level, and has a population of about 
250,000. Because of its favorable climatic and 
nutritional conditions, Quito’s caries frequency 
is comparatively low. In Guayaquil, the country’s 
largest city, caries occurs more frequently. An 
almost complete lack of oral hygiene results in a 
high demand on the dentist’s skill and care, espe- 
cially in regard to tooth extractions and the con- 
struction of dental prostheses. 

Smaller towns have neither dental clinics nor 
dental depots, and rely mainly on the services of 
unlicensed practitioners. 

Ecuador’s universities recognize that the most 
important and continuing problems of the dental 
profession are dental education and dental re- 
search. Three of Ecuador’s four universities have 
well-equipped dental institutes. Five years of 
study are required for a dental degree. At pres- 
ent, more than 200 students attend dental 
courses. 

Dental practice according to law can be per- 
formed only by licensed dentists. There are still 


many unlicensed practitioners, however, working 
without governmental approval, but they prac- 
tice mainly in the small villages of the remote 
border provinces. Besides the dental institutes of 
the universities, several dental clinics and ambu- 
latories serve the public. In these clinics, usually 
belonging to social health associations, many 
practicing dentists work half days. 

Ecuador’s army, navy and police force main- 
tain their own dental clinics; additional ambula- 
tories are maintained by schools and hospitals. 

In Quito and Guayaquil, 20 dental laboratories 
assist the dental profession in the construction of 
prostheses. No dental industry exists; all instru- 
ments, drugs and prosthetic materials must be 
imported. These products, originating in the 
United States, Germany, England and Sweden, 
must be labeled in the Spanish language. Arti- 
ficial teeth usually are imported from Germany, 
and drugs and prosthetic material from the 
United States. 

In Ecuador, the practicing dentist’s average 
yearly income is one of the lowest for the pro- 
fessions in South America. 


Planning a sounder foundation 
for dental education and research 


Edgar W. Swanson. J.Am.Col.Den. 22:279-283 
Dec. 1955 


Today there are about 12,500 students in the 
dental schools of the United States. Although the 
cost of educating them is $24,000,000 a year, the 
combined income from tuition, clinic and other 
fees is $16,000,000, leaving a deficit of $8,000,- 
000 that must be provided for from the funds of 
the universities with which the dental schools are 
affiliated. Two-thirds of the dental schools have 
insufficient classrooms, science laboratories, clin- 
ics, audio-visual aids, and demonstration, labora- 
tory and clinic equipment. Various means to raise 
funds to meet such mounting deficits are dis- 
cussed. 

In 1951 the American Medical Association or- 
ganized and sponsored an American Medical 
Educational Foundation to solicit funds from 
among members of the medical profession for 
support of medical education. To date the foun- 
dation has raised $3,563,881. 
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Several sections of the country utilize “educa- 
tional compacts,” whereby a dental school con- 
tracts with a state without a dental school, for 
the education of dental personnel. The stipend 
is $1,500 per individual per year. Such a plan 
might be expanded to apply to all states and 
dental schools, with the student free to approach 
the school of his choice. A similar plan might 
be worked out for the training of dental hy- 
gienists. 

Several schools have formed “Century Clubs,” 
made up of alumni, nonalumni and friends who 
pledge themselves to contribute $100 or more 
annually to the school. A national committee 
composed of officers of local century clubs might 
be formed, to disseminate pertinent information. 


Why not a school 
of the basic dental sciences? 


J. F. Volker. J.Am.Col.Den. 22:298-300 
Dec. 1955 


Not enough dentists are being graduated each 
year from American dental schools to meet pres- 
ent and projected needs. Among solutions are the 
formation of new dental schools and the expan- 
sion of the facilities of existing dental schools. An 
alternative procedure might be the establishment 
of two-year schools of the basic dental sciences, 
similar to those established in medical education. 
Such two-year schools could expand to present 
a four-year program if the finances and the de- 
mand became evident; this has happened with 
the two-year medical schools. The dental stu- 
dents who successfully complete their freshman 
and sophomore work at two-year institutions 
could provide third-year replacements for those 
students that are normally lost from the freshman 
and sophomore classes of the conventional four- 
year schools. 

Such an educational experiment should be at- 
tempted with a minimum of financial support and 
without extensive construction. Perhaps some 
state with an established medical school might 
set up the pilot program and admit a quota of 
dental students each year. The dental matricu- 
lant should meet the institution’s requirements for 
the admission of medical students—in all prob- 
ability, a minimum of three academic years or 
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90 semester hours. A half to two thirds of the 
lectures and laboratory work in the basic science 
courses might be taken with the medical students. 

The basic science faculty would have to add 
two types of dental personnel—the dental teacher 
with adequate preparation in several basic 
sciences, and the versatile teacher of dental 
technics. 


v 


Interprofessional relations 


Dentist-physician-hospital relationship 


Marvin E. Chapin. J.N.Carolina D. Soc. 
39:26-29 Sept. 1955 


The services of a dentist are frequently required 
for hospitalized patients, and dental patients fre- 
quently require hospitalization. Hospital proce- 
dures and operation room procedures are 
basically the same for all professional personnel 
regardless of their medical or surgical specialty. 
Dental services are not isolated entities confined 
to the operating room. 

Most hospitals have a similar make-up in their 
administrative and medical staff. Generally, 
dentistry is placed on the surgical staff. Each 
surgical specialty has its individual department 
head and subordinate staff. Some activities of 
staff members are limited with regard to respon- 
sibilities and operating room privileges. Basic 
considerations in the admission of a patient are 
the availability of a hospital bed and the status 
of the operating room schedule. The nature of 
the surgical operation may affect these two con- 
siderations. 

An important factor in hospital-physician- 
patient relationship is the maintenance of ac- 
curate medical and surgical records. The dentist 
is notified when his patient is admitted to the 
hospital, and he is usually requested to write 
orders for care of the patient. The general content 
of preoperative and postoperative orders is listed. 
The dentist can obtain many beneficial sugges- 
tions from other staff members and especially 
from the nursing profession. 





Report on hospital committee survey 


H. O. Hoppe. J. Wisconsin D.Soc. 31:257, 
262-263 Dec. 1955 


The hospital committee of the Wisconsin State 
Dental Society mailed questionnaires to 2,193 
members, of whom 1,101, or 50 per cent, re- 
sponded. Of those replying, 216, or 19 per cent, 
reported membership on the staffs of hospitals, 
and 872, or 79 per cent, stated they had no staff 
connections. Seventy-three per cent (807) of all 
dentists reporting said they had performed dental 
operations in hospitals; only 20 per cent (224) 
reported no operating experience. Of the services 
performed by dentists at hospitals, there were 
253 instances of oral surgery, 287 of reparative 
dentistry, and 727 instances of exodontics. 


v 


Trade and laboratory relations 


Patient, dentist, laboratory technician— 
a cooperative triumvirate 


Chastain G. Porter. J.Pros.Den. 
5:732-738 Nov. 1955 


The patient’s loss of natural dentition can be alle- 
viated by the combined efforts of the patient, the 
dentist and the dental laboratory technician. Each 
must bear his share of the responsibility for the 
best solution of the problem. 

The patient must resolve to submit to an oral 
examination, must seek out a reliable dentist, and 
must decide whether to accept the diagnosis. The 
patient must become reconciled and willing to 
undergo the loss of the natural teeth, if necessary, 
and must understand the limitations and advan- 
tages of complete artificial dentures. The patient, 
on accepting a plan of procedure, should place 
himself in the hands of the attending dentist, and 
assume an attitude of complete cooperation dur- 
ing the various visits necessary for treatment. 
After success has been achieved, the patient 
should return at intervals for checking, adjusting 
or relining, or for new dentures when they are 
needed in the distant future. He should follow 
the dentist’s instructions and respond to his semi- 


annual recall in order to keep the dentures clean 
and the tissues of the mouth in a state of health. 

The dentist must make an accurate diagnosis 
based on roentgenographic and all other available 
data, and must aim to restore the mouth and asso- 
ciated structures to health. He must institute 
sound treatment planning. The correct placement 
of suitably selected and modified teeth on bases 
harmonious with the anatomy and physiology of 
the patient is of prime importance. The dentist 
must assume personal responsibility for basal 
coverage as determined by the impressions. He 
must be the sole judge of the region to be covered, 
the materials to be used, the amount of, or avoid- 
ance of, tissue displacement, and other factors 
involved. Selection of the type, form, shade and 
material of teeth, both anterior and posterior, 
should be made in the dental office by the dentist. 
The arrangement of teeth for esthetics, function 
and ridge preservation is best done by the quali- 
fied dentist, but is often delegated to the techni- 
cian. Final insertion of the dentures and occlusal 
refinement are done by the dentist, who must also 
give good, interested and cheerful subsequent 
care. 

An older generation of dentists prided itself 
on its ability to execute all phases of denture 
construction alone and unaided. Today dentists 
in increasing numbers have found this practice 
untenable, unsound and distasteful. Just as medi- 
cal internists do not dispense their own drugs, 
surgeons do not nurse their patients back to 
health, and ophthalmologists do not grind lenses, 
so most dentists do not process their own den- 
tures. The most important auxiliary worker to the 
dentist is the laboratory technician. Good dental 
laboratories contribute immeasurably to a high 
standard of prosthetic health service. There is no 
valid reason for any subterfuge, discontent or 
jealousy between laboratory men and dentists. 

The laboratory worker should, when requested, 
receive the dentist’s impressions and construct 
good casts and occlusion rims on well-fitted base- 
plates. The laboratory should not presume to 
dictate or influence the type of tracing device, 
transfer or articulator favored by the dentist. The 
technician should receive the dentist’s jaw rela- 
tion records and follow explicitly the dentist’s 
directions as to tooth setting for esthetics and 
function. In the absence of specific instruction, he 
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should be guided by the arch form and ridge re- 
lation, and should provide the best work possible 
with the data available. The final waxing, festoon- 
ing and carving may be done by the technician, 
but the basic contours established by the dentist 
must be observed. After delivery of the dentures 
to the dentist, the technician’s responsibility 
should cease. He should not be asked to visit the 
dental office to make adjustments or to participate 
in subsequent care. Patients must never be sent 
to the laboratory for repairing, refitting or lining 
of dentures. 


Bootleg dentistry 


Peter C. Goulding. Today's Health 
33:20, 42-46 Nov. 1955 


Officers of the Chicago Dental Society report that 
139 known dental laboratories in that city operate 
in violation of state laws; that the city is the 
world’s center for the mail-order denture busi- 
ness, and that from 35 to 40 renegade dentists 
provide a front of respectability for the illegal 
laboratories. In 1950, the Chicago society insti- 
tuted a civil suit to enjoin the illegal operations 
of a number of laboratories. In 1955 the suit 
ended successfully with 20 laboratories being 
found guilty. The illegal dental operations in 
Chicago are said to be typical of those existing 
in almost all major cities in the United States. 
The final solution to the problem is to educate 
the public to the fact that the dental technician is 
not a cut-rate dental specialist. He is a technician 
qualified to work on mechanical appliances, un- 
der the direction of a dentist. Dental technicians 
usually have little formal training, whereas the 
dentist has behind him two to four years of pre- 
dental study in college, and four years of study in 
one of the 43 dental schools in the United States. 
From 600 to 1,200 hours of his study time are de- 


‘voted solely to a study of the physiological, bio- 


logical, mechanical and psychological knowledge 
necessary to plan and design dental appliances. 
The law requires that the practitioner who de- 
signs a denture for a patient must be a dental 
school graduate, which means he must have 
studied anatomy, anesthesiology, bacteriology, 
biochemistry, histology, embryology, pathology, 
roentgenology and pharmacology. Designing a 
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denture is a delicate and involved operation, re- 
quiring among other things a diagnosis of the oral 
cavity, a study of the mouth tissues, taking of an 
impression, forming the impression into a cast or 
die, establishing the occlusal relationship of the 
jaws, selecting the teeth in harmony with the 
patient’s natural teeth and checking the teeth in 
the patient’s mouth. Instructions and the casts 
may then be sent to a technician who constructs 
a preliminary model of the denture. The dentist 
checks the mechanical work, reviews the place- 
ment of the artificial teeth, checks the appliance 
in the patient’s mouth and makes any necessary 


adjustments. 


¥ 


Organization 


Our first year 


Wu Moon-Aung. Internat.D.Reports & News, 
Akito-Ken 1:6 Oct. 1955 


Fourteen qualified dentists met on September 27, 
1953, to organize the Burma Dental Association. 
The author was elected president. The founder 
members drew up a constitution and rules and 
adopted them. Both qualified and unqualified 
dentists were invited to join; today there are more 
than 75 members. 

The Burma Dental Association has been recog- 
nized by the government. As Burma has no facili- 
ties for dental education, the Association is trying 
to interest the government in establishing a dental 
college and in sending students abroad for dental 
studies. The Minister of Health, U Khin Maung 
Lat, has agreed to establish a dental college. 

A Dental Act has been drawn up by a special 
committee appointed by the Medical Council, 
consisting of members of the medical and dental 
profession. The draft has been approved by the 
Medical Council and sent up to Parliament; it is 
hoped that soon Burma will have a law to regulate 
the profession of dentistry. 

The Association in its first year held a dental 
conference. Notable guests included the Presi- 
dent, the Minister of Health and the Chief Justice. 
A number of teas and lunches were held during 


the two-day session. I. B. Bennet was elected 
president of the Association, and William Tan, 
honorary general secretary. 

Burma is a welfare state. It plans for dental 
service to the masses, especially those in the rural 
areas. It is planned to educate a sufficient number 
of dentists to care for the needs of Burma’s 
20,000,000 people. 


Vv 


Labor unions 


Long range planning programs of 
dental societies: fringe benefits in connection 
with labor 


Lon W. Morrey. Arizona D.J. 1:70-78 July 1955 


The major labor unions today have available ap- 
proximately one and a half billion dollars annually 
for health purposes—an amount equal to about 
a fifth of the six and a quarter billion dollars ex- 
pended by the nation for physician and hospital 
services in 1953. How much of organized labor’s 
health fund will be made available for dental 
purposes will depend on many factors, including 
the attitude and interest of the dental profession. 
Three dental service programs have recently been 
established on the west coast by the International 
Longshoremen and Warehousemen’s Union; each 
has received the cooperation of the state dental 
society in the area. These ventures may establish 
a new pattern for dental service in this country. 

The history of union dental health pro- 
grams had its beginning in Europe a century ago. 
Dental health programs in Germany, Britain, 
New York City, Chicago, St. Louis and other cen- 
ters are reviewed. Members of labor unions are 
being educated by the health professions to take 
an interest in their own health and that of their 
families. The Council on Dental Health is prepar- 
ing a comprehensive statement on health and wel- 
fare fund dental programs. As important as labor 
union dental programs in the long term planning 
of dental societies is the phenomenal growth in 
population taking place. Dentistry can meet these 
problems in the following way: a full exploration 


of prepayment dental plans; production of more 
dentists; more efficient use of better trained aux- 
iliary personnel; extension and improvement of 
hospital dental service; resolution of the current 
oral surgery problem; stimulation of the practice 
of pedodontics and preventive dentistry, and en- 
couragement of public health measures such as 
the fluoridation of water supplies. 


v 


Socialized dentistry 


Professional gains and losses 
in New Zealand 


J. LeB. Warren. New Zealand D.J. 51:158-161 
Oct. 1955 


Most New Zealanders are content with “Social 
Security.” They pay heavily for it, but they think 
it is worth it. With a feeling of relief the parents 
of New Zealand have handed over to the state the 
moral and financial responsibility for the care of 
the teeth of their children. They told the state: 
“You find the ways and means; we'll gladly pay 
the bill.” The state formed a salaried corps of den- 
tists and auxiliary personnel to treat children up 
to the age of 16 years, and contracted with pri- 
vate dentists for the treatment of adolescents. 
With these social changes, the dental profession 
is losing its professionalism. 

There have been some gains. The regulations 
embodied in the Dentists Act have resulted in the 
uniform observance of minimal standards for the 
conduct of dental practice. The provisions for 
abolishing dental companies and for restricting 
advertising have strengthened professionalism. 
Dentists enjoy economic security. Young gradu- 
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ates can contemplate without misgiving the out- 
lay of capital required to start a practice. To eco- 
nomic security can be attributed a steady growth 
of ethical practice. 

Offsetting these gains is a series of subtle losses. 
Industrial regulations define the hours of work, 
allowances and leave of employees. Dentists must 
register their offices as factories, and permit entry 
to union organizers. The dentist is no longer free 
to manage his own affairs. 

By agreeing to sell conservative work to the 
state as scheduled goods, the dentist has accepted 
voluntarily a curtailment of his freedom to make 
ethical decisions. He no longer asks himself, What 
is best for this patient? but, What will I be paid 
to do for this patient? To avoid the delay of an 
appeal for a “Special Benefit,” or the effort of 
explaining to a patient why he should approve a 
form of treatment which he must pay for out of 
his own pocket, the dentist is lapsing into the 
habit of planning his work to fit the fee schedule. 
With restriction of the scope of dental work, the 
dentist’s professional judgment and skill deterio- 
rate. Standards decline, self-esteem is lost, as 
ultimately is public esteem. 

There has been a waning of the influence of 
dentists with the government in matters affect- 
ing dental service to the public. 

Public gains are tangible. Parents are free from 
worry about the dental care of their children, and 
from large financial disbursements. Schoolmasters 
are satisfied that dental illness has almost dis- 
appeared as a cause of absenteeism and of slow 
progress of the student. But today the public has 
less chance of having the best that dentistry can 
offer, or even of knowing what the best is. 

Although dentists should support the good in 
the reforms society has sought, dentists should 
cherish what is good within their own profession. 
No one else will do it for them. 
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Operative dentistry 
v 
Caries pathology 


The yellow-brown pigmentation 
of dental caries: a survey of the literature 


J. F. van Reenen. J.D.A. South Africa 
10: 262-267 Aug. 1955 


A survey of the literature reveals the great diver- 
sity of opinion existing as to the cause of the yel- 
low-brown pigmentation of carious teeth. The 
explanations offered indicate that discoloration of 
the teeth may be produced in two different ways: 
(1) extrinsic, resulting from a deposition or 
change on the surface, and (2) intrinsic, occur- 
ring from within the pulp. 

In extrinsic or exogenous staining, pigments are 
brought to the tooth from sources outside the 
tooth. These include bacterial pigments (chromo- 
genic organisms) and nonbacterial pigments; for 
example, stains arising from the use of tea and 
tobacco. 

Intrinsic or endogenous pigmentation involves 
the organic matrix of the tooth, where the matrix 
forms an integral part of the pigments. Intrinsic 
stains, originating within the pulp, may be caused 
by blood-borne pigmentation, the decomposition 
of red blood corpuscles within the pulp, or by 
drugs and metals used in root canal therapy, such 
as ammoniacal silver nitrate, iodine and essential 
oils. 


A substantial bibliography is presented. 





Studies on mineralized dental tissues. 
VI. The distribution of mineral salts 

in the dentine with special reference 
to the dentinal tubules 


Gunnar Bergman and Bengt Engfeldt. Acta 
odont. Scandinav. 13:1-7 June 1955 


The phenomenon of dissolution of mineral salts 
in carious regions of enamel and dentin can be 
studied by microroentgenography using soft 
roentgen rays. Usually, a decreased roentgen ray 
absorption is noted in these regions, but in super- 
ficial carious lesions an increased roentgen ray 
absorption is observed that is due to an increased 
amount of mineral content in the so-called trans- 
parent zone and, at times, even in the opaque 
regions. 

By preparation of ground sections of about 
50 microns thickness perpendicular to the direc- 
tion of the dentinal tubules, and by obtaining 
high resolution microroentgenograms on Eastman 
Kodak spectroscopic plates no. 649, it has become 
possible to study more closely the distribution 
of mineral salts in the dentin. 

The microroentgenography was performed ac- 
cording to the principle of secondary enlargement 
by a Machlett OEG tube with 0.2 mm. beryllium 
window operated at 24 kv., 10 ma. The focus to 
emulsion distance was 25 cm., giving a geometri- 
cal unsharpness of less than 0.1 micron. 

The cross-cut dentinal tubules were sometimes 
obliterated with mineral salts, and the roentgen 
ray absorption of this structure was higher than 
that of the surrounding ground substance. In 
many instances the lumina of the dentinal tubules 
were surrounded by rings of varying thickness 
showing high roentgen ray absorption. Some- 
times such regions were absent, and no transi- 
tional zones could be found between the tubules 
and the ground substance. Between these “open” 
tubules and the afore-mentioned obliterated ones 
there was every transitional form. The question 
whether the process leading to an obliteration 
of the dentinal tubules is a normal or pathologic 
one is discussed.—G. Ryge 








Preventive and public health dentistry 
v 


Caries etiology and control 


An evaluation of dentifrices 

in the prevention of dental caries 

and gingivitis ; 

Gordon Nikiforuk and John B. MacDonald. 
J. Canad. D.A. 21:557-565 Oct. 1955 
21:609-616 Nov. 1955 


Many studies assessing the effectiveness of test 
compounds in dentifrices for the prevention of 
dental caries or gingivitis reveal that: 


1. No simple relationship exists between oral 
hygiene and dental caries. The composition of 
sediment adhering to teeth appears to be more 
important than the amount of sediment. Good 
evidence exists of a correlation between caries 
and the number of lactobacilli recoverable from 
the oral cavity, but there is inadequate evidence 
that the numbers can be reduced significantly by 
brushing. A significant reduction in the incidence 
of human caries results from brushing the teeth 
immediately after eating. 

2. Toothbrushing, probably because of its 
cleansing effect, beneficially affects periodontitis 
and gingivitis. 

3. The hypothesis that salivary ammonia-urea 
levels are associated with caries immunity is 
based on tenuous evidence. Clinical evidence 
suggests that dentifrices containing urea (2 per 
cent) and dibasic ammonium phosphate (5 per 
cent) have no therapeutic value in preventing 
dental caries. Studies involving dentifrices con- 
taining higher concentrations of urea (13 to 22.5 
per cent) and dibasic ammonium phosphate (3 
to 5 per cent) are inconclusive. 

4. In view of the conflicting clinical reports on 
the caries-preventive value of penicillin in a den- 
tifrice and the need for further study in respect 
to the possibilities of bypersensitization or harm- 
ful disturbances in the normal flora, the general 
use of a penicillin dentifrice is not justified. 

5. No studies have been reported dealing with 
the effect of chlorophyllin dentifrices on dental 
caries in humans. 


Preventive and public health dentistry 227 


6. A dentifrice containing stannous fluoride 
has been reported to reduce dental caries sig- 
nificantly. This study awaits confirmation from 
other laboratories. 

7. A class of compounds (antienzymes) ca- 
pable of inhibiting certain bacterial enzymes, and 
which are retained on the surfaces of teeth by 
the dental plaque, has been introduced for the 
purpose of preventing dental caries. The avail- 
able data do not justify the conclusion that these 
compounds are effective. The appraisal of the 
clinical effectiveness of the antienzyme com- 
pounds must await further and more exhaustive 
evaluation. 

Too often, unjustified advertising appears, 
based on studies in this field. 

A large bibliography is appended to the study. 


A roentgenologic study 

of a human population exposed to 
high-fluoride domestic water: 

A ten-year study 


Nicholas C. Leone, Clyde A. Stevenson, 
Theodore F. Hilbish and Merrill C. Sosman. 
Am.].Roentgenol. 74:874-885 Nov. 1955 


The fluoridation of water supplies as a public 
health measure has created new interest in fluo- 
ride effects. This report presents the roentgeno- 
graphic findings of a ten year study of 237 per- 
sons, of whom 116 resided in a high-fluoride area 
(Bartlett, Tex.) where the natural fluoride con- 
tent of the water was 8 ppm and 121 resided in 
a control area (Cameron, Tex.) where the water 
supply contained 0.4 ppm of fluoride. The par- 
ticipants were all white, and their ages in 1943 
ranged from 15 to 68 years. Roentgenographic 
views of the lumbar spine, sacrum, pelvis, tro- 
chanters and proximal one third of the femurs 
(those regions in which the earliest or most defi- 
nite manifestations of fluoride effects might be 
seen if present) made in 1943 were compared 
with similar views of the same individuals, re- 
peated in 1953. 

Except for dental mottling, ingestion of water 
containing fluorides up to 8 ppm produces no 
deleterious bone changes: no unusual incidence 
of bone fractures, arthritis, hypertrophic bone 


changes or exostoses, or interference with fracture 
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healing; no instances of “poker spine” and no evi- 
dence of associated functional or systemic effects. 

Although excessive fluorides in a water supply 
may produce roentgenographic evidence of bone 
changes, the observable bone changes occur in 
only 10 to 15 per cent of those individuals ex- 
posed. Such changes are slight and often difficult 
to recognize; bear no resemblance to the bizarre 
findings described in some instances of long ex- 
posure to cryolite or rock phosphate dust; are not 
associated with other physical findings, except for 
dental mottling; cannot definitely be ascribed to 
excessive fluorides alone, and do not necessarily 
occur even though the fluoride content of the 
bone may be six times that of “normal” bone. 

There is some indication that the ingestion of 
excessive fluoride in water and the “fluoride 
effect” of the degree encountered in this study 
may, on occasion, have a beneficial effect in adult 
bone. In the control area there were eight new 
instances of osteoporosis during the ten year pe- 
riod, as compared with one new instance of 
ostoeoporosis in Bartlett. 


The yeast flora of dental caries: 
A preliminary report 


J. F. van Reenen and J. P. van der Walt. 
J.D.A. South Africa 10:341-344 Oct. 1955 


In the study reported, 122 carious teeth were ex- 
amined for yeast species; 56 of the teeth were 
from non-Europeans and 66 were from Euro- 
peans. Only one tooth from each patient was 
examined. 

Of the yeasts isolated, Candida albicans, Toru- 
lopsis glabrata, Saccharomyces cerevisiae, Rhodo- 
torula mucilaginosa, Saccharomyces willianus, 
Candida krusei, Candida guilliermondii and Sac- 
charomyces carlsbergensis have been isolated 
from the human body before. A new species of 
yeast, Rhodotorula dentis nov. spec., was dis- 
covered and will be described elsewhere. 

Results of the study are tabulated. Although 
apparent slight differences seem to exist between 
the incidence of yeasts in the carious teeth of 
Europeans and of non-Europeans, no significance 
may as yet be attached to this. The number of 
teeth examined is insufficient for statistical analy- 
sis. The study is being continued. 


Analysis of the possible antagonism 
between iodine and fluorine (Analyse 
des Wirkungsmechanismus eines méglichen 
Antagonismus zwischen Jod und Fluor) 


H. J. Wespi. Schweiz.Monatsschr. 
Zahnhk. 65:745-753 Aug. 1955 


This more or less theoretical analysis has certain 
practical aspects in relation to the problem of 
dental caries and struma prophylaxis. Gordonoft 
and Minder based their objection to general 
fluoridation on the possibility that an antagonism 
exists between fluorine and iodine. Also Hugel- 
mann, in his report on fluoridized salt, wrote: “It 
is probable that an antagonism exists between 
fluorine and iodine, and that possibility is reason 
enough to question the whole effect of fluorine 
as caries prophylactic.” 

Iodine and fluorine are indispensable, vital ele- 
ments, and the term “anorganic vitamins” char- 
acterizes their biologic importance. The effect of 
therapeutic quantities of fluorine on the function 
of the normal human thyroid gland was examined 
through a determination of the protein-bound 
iodine. Two methods were used in these exami- 
nations: evaluating the blood circulation system 
on the thyroid-hormone level (Barker) and trac- 
ing the radioactive iodine with a Geiger-Miiller 
counter. 

The amount of the existing cholesterol serum 
was established according to the Sparry-Webb 
method, the basal metabolism in conformity to 
the Harris-Benedict and Fleisch technics. By 
comparing the results so obtained, the possibility 
of errors was minimized. 

After recording these determinations, the usual 
dosage of fluorine as used in prophylaxis of caries, 
not exceeding a daily intake of 5.0 mg., and ad- 
ditional doses of iodine in the form of iodized 
salt, were administered simultaneously. The pro- 
portion of iodine and fluorine in the serum was 
1:4, The optimal proportion should rather be 
1:6 or even 1:10. No disturbances either in the 
hormonal control or in personal comfort could be 
observed. Unless the iodine intake is extremely 
deficient, sharp changes in the iodine-fluorine 
ratio with a subsequent struma development will 
not occur. 

In countries where there is an endemic iodine 
deficiency, and no prophylaxis in the form of an 











optimal ratio of iodine and fluorine is established, 
a rise in the incidence of struma may occur but 
not concomitantly with the fluoridation of drink- 
ing water. 

It was therefore established that a daily intake 
of a maximal dose of 2.0 mg. will cause neither 
changes in the clinical condition nor in the iodine 
metabolism. 

There was not the slightest indication that an 
antagonism exists between iodine and fluorine. 


Fluorine and organism (Fluor und Organismus) 


W. Hoffman-Axthelm, Berlin. Schweiz. 
Monatsschr. Zahnhk. 65: 729-735 Aug. 1955 


Four independent natural springs supply the 
drinking water for the village of Berggiesshiibel 
in Saxonia, Germany. This water supply, tem- 
porarily varying, contains fluorine from 0.8 to 2.6 
mg., magnesium from 3.8 to 17.9 mg. and calcium 
from 13.0 to 51.0 mg. per liter. It contains, there- 
fore, an excessive amount of fluorine, but the 
amount of magnesium and calcium is far below 
the average of other regions of Saxonia. 

The children examined were divided into a 
native and an immigrant group. Nearly all the 
native children exhibited teeth whose whitish 
color indicated the primary stage of mottled 
enamel. The majority of immigrant children, 
however, had normal tooth coloration. In in- 
stances of acute dental fluorosis, the examined 
teeth were either spotted or completely covered 
with a pigmentation varying from shining white 
to dark brown. Recently erupted teeth showed 
no discoloration. In many instances, teeth that 
were previously classified as “white” had to be 
reclassified after one year as “brown,” which leads 
to the conclusion that the discoloration is an exo- 
genic pigmentation of enamel hypoplasia caused 
by fluorine. 

Wohinz, in his experiment, succeeded in re- 
moving the brown pigmentation with iron-free 
hydrochloric acid and in proving that the solution 
afterwards contained iron. No influence on the 
white pigmentation was achieved. 

The results of the first classification were as 
follows: native children, 80.57 per cent afflicted 


‘with dental fluorisis and 53.85 per cent caries- 


free; immigrant children, 20.34 per cent with 


Preventive and public health dentistry 229 


dental fluorosis but only 44.95 caries-free. In 
several instances where mottled enamel was ob- 
served, caries was also present. In contrast to 
most of the reports in dental literature, there 
were several instances of caries in deciduous 
teeth. Investigations of the teeth of domesticated 
animals in Berggiesshiibel showed neither dis- 
coloration nor caries. 

The relatively high intake of fluorine produced 
dental fluorosis, but unquestionably also a certain 
resistance to caries. Unfavorable phenomena, as 
sometimes reported in the dental literature, espe- 
cially “Spira’s syndrome,” could not be observed 
in this Saxonian fluoride region. The incidence 
of caries was 20 per cent lower than that of Ber- 
lin. 


Fixation of Ca*> by bones and teeth of rats 
with experimental fluorosis 

(Fijacién del Ca* por los huesos y dientes 

de ratas con fluorosis experimental ) 


V. H. Cicardo, J. C. Muracciole and 
S. J. de Lerner. Rev.As.odont. Argentina 
43:307-308 Aug. 1955 


Experiments were made on growing rats which 
had intraperitoneal injections, first, of sodium 
fluoride and, later, of calcium chloride. The ani- 
mals were placed in two different groups with 
controls for each group. Animals in the first group 
had sodium fluoride in doses of 0.226 mg. for each 
100 Gm. of body weight every other day for three 
consecutive months, after which calcium chloride 
was given only once, in a dose of 1 microcurie 
for each 100 Gm. of body weight. Animals in the 
second group had only one injection of sodium 
fluoride in a dose of 0.226 mg. for each 100 Gm. 
of body weight, 48 hours before the end of the 
experiment, followed in 24 hours by the injection 
of calcium chloride in a dose of 1 microcurie for 
each 100 Gm. of body weight. 

The animals in both groups were killed 24 
hours after administration of calcium chloride and 
the radioactivity of the ashes of the long bones 
and incisors was measured. Fixation of calcium 
chloride in the long bones of rats which had had 
sodium fluoride for three months was substan- 
tially increased in comparison to that in the con- 
trols and also in comparison to that in the animals 
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which had had sodium fluoride only once. There 
was no difference in the fixation of calcium in the 
incisors of either the test animals or the controls 
in both groups. The lack of calcium fixation by the 
teeth of animals which had had sodium fluoride 
for three months seems to indicate that long-term 
fluoridation is necessary to obtain resistance 
against caries such as is observed in persons with 
mottled enamel. Resistance to caries results either 
from increased dental calcification under the 
effect of long-term fluoridation or from the forma- 
tion of a derivative of fluor: the “fluor-apatite” 
which protects the teeth against the action of 
acids and consequently against caries. 


A resumé cf recent advances 
in caries research 


Reidar F. Sognnaes. J.Indiana D.A. 
34:9-10, 14 Nov. 1955 


The researches carried out in Sweden by B. E. 
Gustafsson and others are of considerable prac- 
tical significance. It was found that the effect of 
sugar on caries depends greatly on the form in 
which sugar is ingested. The conclusion was 
reached that excessive sugar consumption was 
damaging to the teeth when given in a form 
which tended to adhere to the teeth and remain 
in the mouth for long periods of time, especially 
when ingested between regular mealtimes. 

Some of the subjects under study were caries- 
free at the start of the experiment and remained 
so throughout the several years of observation, 
regardless of the form in which sugar was in- 
gested. This observation may suggest inherent 
differences in caries susceptibility which, when 
more fully understood, may shed important light 
on the cause and prevention of tooth decay. 

Experimental caries research in animals raised 
under germ-free conditions, fed by stomach tube 
or joined in parabiosis, stress the significance of 
microorganisms; oral substrate; the salivary gland 
function; various endocrine glands; the genetic 
background of the animals, and the nutritional 
history during the early period of tooth formation 
and calcification. Various trace elements, in addi- 
tion to fluorides, may be important in the develop- 
ment of teeth highly resistant to dental caries. 

A third approach to the caries problem is 





through basic research on the nature and behavior 
of the tissues involved in this disease. Greater em- 
phasis is being placed on the significance of the 
organic components of the hard tissues, including 
those of enamel. The purely acidogenic concept 
of enamel destruction has lost some ground to the 
current interest in processes involving proteolysis 
and chelation. 

Future hopes for caries prevention may lie not 
so much in conventional attempts to eliminate or 
neutralize the action of the oral microorganisms, 
their substrate and products, but in mending the 
fences of the teeth themselves. The major caries 
preventive action of fluoride results from its in- 
corporation into the tooth substance during the 
period of development. Additional and equally 
significant means may be found of strengthening 
the defenses of the teeth against an otherwise un- 
favorable oral environment. 


Effect of topical fluorides 
on teeth matured on fluoride-bearing water 


Donald J. Galagan and Jack R. Vermillion. 
Pub. Health Rep. 70:1114-1115 Nov. 1955 


A study was conducted in Tucson, Ariz., from 
January 1953 to April 1954, to test the caries in- 
hibiting effectiveness of a 2 per cent sodium 
fluoride solution applied directly to the teeth of 
children continuously exposed to water having 
an optimum concentration of fluoride. The study 
group consisted of 350 continuously resident chil- 
dren aged 7 to 16, equally distributed by sex and 
age. In alternate children, teeth in the right quad- 
rants were treated four times with a 2 per cent 
sodium fluoride solution after an initial prophy- 
laxis. The teeth on the opposite side were given 
four applications of tap water at the same sitting. 
In the remaining children the teeth on the left 
side were treated with sodium chloride, the con- 
trol teeth with tap water. The children’s teeth 
were examined just prior to treatment, and again 
one year later. 

Ninety-two of the 2,342 noncarious treated 
teeth and 101 of the 2,324 noncarious untreated 
teeth became carious during the year. The ob- 
served difference shows a 9 per cent lower caries 


incidence in the treated teeth. This difference, 


however, is within the limits of chance variation 
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and might have occurred had the children been 
given no treatment at all. 

Further study of greater numbers of children is 
indicated before any conclusions can be drawn. 


Vv 
Public health dentistry 


Flying dental service of far north 
and far north-west Queensland 


Judith Tredinnick. Austral. ].Den. 
49:286-288 Oct. 1955 


The author recently concluded two years of em- 
ployment by the Queensland State Government 
as a flying dentist, covering an area of about 
90,000 square miles. The ten centers of work were 
either ghost towns of the gold-mining days, or 
mission stations for aborigines. Since the service 
had been established only two or three years ear- 
lier, there was a large backlog of work in all fields 
of dentistry, particularly in exodontics. Short 
visits were made to each center as often as pos- 
sible, to cope with the most urgent work and 
gradually to catch up with the less imperative. 
The service provided treatment for anyone in 
need of it who requested it. No charge was made 
to pensioners or aborigines; for others, there was 
a small fixed scale of charges which even the most 
improvident could afford. Transport from place to 
place was mostly by commercial airliner; occa- 
sionally the author would travel with the flying 
physician, or move by launch, lugger, car or 
“Royal Mail” truck. No dental attendant was pro- 
vided, but the dental mechanic performed some 
of the duties of a dental attendant. 

The itinerary would be approximately as fol- 
lows: Cooktown, three to four weeks; Coen, one 
week; Yarrabah Mission, one week; Mona Mona 
Mission, one week; Normanton, three weeks; 
Mitchell River Mission, one week; Edward River 
Mission, one week; Croydon, one week; George- 
town, eight days, and Forsayth, two days. 

Cooktown was the only center with an electric 
unit, lathe, sterilizer and light. At Georgetown 
there was an electric lathe run from a small gen- 
erator, and at the others, foot engines. Among the 
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difficulties encountered were lack of electricity, 
poor light, a shortage of fresh water, high tem- 
peratures which modified the setting rates of 
powder and liquid combinations, and the lack of 
roentgenographic equipment. 

Patients came from as far as 100 miles away. 
The days’ appointments were always full. A week 
end without a patient was a rarity, and a week 
end with 20 patients was not unusual. All extrac- 
tions for adults and most for children were done 
under local analgesia. There was never a shortage 
of patients. It was found that reasonable stand- 
ards of work could be attained without modern 
equipment. 

Although the job of flying dentist is arduous 
and sometimes thankless, it provides a vital serv- 
ice for people courageous enough to live in iso- 
lated parts of a vast state. 


Dentistry in the antarctic 


Robert A. Duncan. British D.J. 99:395 
Dec. 6, 1955 


The author journeyed to the Falkland Islands De- 
pendencies in 1953 in a Norwegian oil tanker, to 
practice dentistry among the antarctic whalers. 
On South Georgia Island are three land whaling 
stations and a base for the two British floating 
factory ships and their attached 30-odd whale- 
catching harpoon boats. In the three communities 
are about 1,500 men, with another 1,200 men 
whaling off the ice edge of the main antarctic con- 
tinent. 

Travel between the British, Argentine and Nor- 
wegian stations is by small whale-catching boats; 
the three stations are all within 36 miles. 

An improvised dental chair and portable en- 
gine were used at first. There was no shortage of 
patients. Norwegians make up over 70 per cent 
of the island population. The monthly move from 
one station to another became one of the novel 
events; it was made by means of a small whale- 
catching boat with a deck cargo of a dental chair 
and a large packing case. Soon the whaling com- 
panies had modern equipment shipped from 
Europe and fully equipped modern dental sur- 
geries were built at each station. 

Often at night while listening to the whale 
catchers reporting their catch and position by 
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radio, one would hear the word “tannleger,” Nor- 
wegian for dentist. This usually meant a crew 
member needed attention when his boat came in 
for fuel and provisions, often in the early hours of 
the morning. 

There is a small cinema at each station, excel- 
lent facilities for skiing, and thousands of pen- 
guins and other birds of the southern ocean to 
observe. One is made welcome aboard the whale- 
catching boats and can participate in the whale 
hunt. 

The maximum amount of money a dentist can 
save after 18 months of work is about 1,000 
pounds. If the dentist should consider carrying 
on this work, however, and approaches it with a 
spirit of tolerance and understanding toward the 
whalers and a desire to enjoy what life in the 
south has to offer, he is assured of satisfaction and 
happiness. 


Vv 
Preventive dentistry 


Early recognition of intraoral 
and facial cancer 


Cancer Bul. 7:82-84 Sept.-Oct. 1955 


Eighty per cent of deaths caused by cancer of the 
mouth could be prevented by early recognition 
and prompt, adequate treatment. Members of the 
dental profession have a unique opportunity and 
responsibility to detect early facial and intraoral 
cancer for two reasons. First, persons who are 
otherwise healthy and seldom need to consult a 
physician often have a dental examination once or 
twice a year. Secondly, many patients with mouth 
cancer consult a dentist first for relief of symptoms 
ostensibly caused by some dental disorder. The 
well-informed dentist can be instrumental in sav- 
ing a life if he helps a patient to obtain exact 
diagnosis and immediate treatment. To increase 
early detection of cancer, progress in two aspects 
of diagnosis is necessary: increased knowledge of 
the signs and symptoms of early cancer, and thor- 
ough, routine examination of the face and mouth. 

Chronicity, induration, tumefaction and ulcera- 
tion are all characteristics of cancer. Any unusual 





swelling of any tissues should be regarded as pos- 
sibly cancerous, especially if the lesion is chronic 
and increases steadily in size. The only diagnostic 
method of absolute certainty is biopsy, and micro- 
scopic examination of the tissue specimen. 

The dentist or physician, consulted because of 
a “swelling” in the neck, should be skeptical of a 
dental or tonsillar infection as the cause of an 
enlarged cervical node and should examine the 
oral cavity for an obscure primary cancer. 

Complete examination of the face and mouth 
has been a neglected phase of routine dental and 
medical practice. Inspection is facilitated by 
adoption of the following routine: The extraoral 
structures are examined first, the anterior intra- 
oral structures next, and finally the posterior oral 
and pharyngeal structures. This sequence is easy 
to follow and can be developed into a routine. 
The methods for making such a complete exami- 
nation are pictured and described. 

An attitude of vigilance and a willingness to in- 
vestigate any region which differs from the nor- 
mal are the first requisites for detection of early, 
curable cancer. 


Lesions in the oral cavity 

caused by inhalation 

of damaging powder or gas 

(Lesioni professionali del cavo orale 
per inalazione di polveri e di gas nocivi) 


L. Dettori. Clin.odontiatr..Roma 10:429-436 
Nov. 30, 1955 


The cause of lesions occurring in the oral cavities 
of 40 Italian industrial workers who had been ex- 
posed constantly to injurious vapors or particles 
of metal or mineral during their work was inves- 
tigated at the Dental Institute of the University 
of Pisa, Italy. The kind and amount of the mate- 
rial inhaled assumedly had caused or influenced 
the alterations in the oral cavity. 

The patients were divided into three groups ac- 
cording to the kind of material inhaled and to 
the types of phenomena appearing as secondary 
conditions. 

The first group consisted of patients exposed 
to arsenic, arsenious anhydride, calcium cyana- 
mide, and chemicals freed by electrolytic proc- 
esses. 

















The second group was composed of patients 
who worked with cement, coal, superphosphate, 
dye or sulfuric acid. 

The third group consisted of patients who were 
exposed to unidentified chemicals. 

In the first group the presence of the following 
diseases was established: angular, gangrenous, 
herpetic, mercurial and ulcerative stomatitis; an- 
gioneurotic, inflammatory, lymphatic and venous 
edema; septicemia; dural, tetrachlorethane and 
trinitrotoluene poisoning. Whether the conditions 
in the patients’ workshops caused or influenced 
the development of these diseases could not be 
established with certainty. 

The patients in the second group were afflicted 
with congested and dry mucous membranes with 
a tendency to severe atrophy and _ irritating 
traumas. Unquestionably, these conditions were 
either caused or directly influenced by the con- 
stant inhalation of poisonous fumes or particles of 
metal or mineral. 

The third group showed no particular symp- 
toms which could be connected with an inhala- 
tion of either powder or gas. 


v 
School dentistry 


Public dental health practice: 
the dental condition of premature children 
(L’assistenza sociale stomatologica ai prematuri) 


Luigi Frongia. Minerva stomat. 4:263-264 
Sept.-Oct. 1955 


The staff of the Dental Institute of the University 
of Cagliari, Italy, recently examined the teeth of 
children either born prematurely or born not fully 
developed. The conclusions, based on hereditary 
and environmental factors as exhibited in the for- 
mation and development of the dentofacial com- 
plex, pointed to the necessity of increased dental 
assistance for such children, for example in Italy 
by the Opera Nazionale Maternita e Infanzia 
(National Institute for Maternity and Infancy). 

The proposed treatment plan for restoration of 
teeth lost by these children should be guided by 


the consideration of more essential factors than 
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esthetics. For every growing child and especially 
a child weakened by premature birth or by in- 
complete development, the satisfaction of an 
esthetic appearance is important, but the protec- 
tion of the health of the deciduous teeth and the 
preservation of dental structures to permit a natu- 
ral, individual development and function, are of 
far more consequence. 

During the early pericd of tooth development, 
hereditary and environmental factors work effec- 
tively to accomplish gradual changes of the den- 
tal structures which terminate in the dental 
apparatus of the adult. 

The assistance that public health and dental 
authorities can provide for this especially endan- 
gered group of children born either before the 
proper time or not fully developed, consists pri- 
marily in providing appliances which restore 
missing teeth, especially those in the anterior 
region. The dental treatment plan must also take 
into consideration the individual growth and 
formation of teeth, dental arches and associated 
oral structures, and the proper evaluation of all 
functional forces. In such a plan, the morphologic 
and physiologic characteristics of the tissues in- 
volved, phonetics and, if necessary, speech 
therapy must be considered. In orthodontics and 
prosthetics, all of these factors as well as esthetics 
must be considered. 

The significance of age in connection with the 
proposed therapy must be remembered. The de- 
gree of total maturity of the young patients rather 
than the degree of individual tooth maturity or 
the child’s chronologic age at the time dental 
treatment begins is important. 

The reports on the examinations by the Dental 
Institute of the University at Cagliari already 
have had visible effects which ranged from an 
aroused interest in public dental health among 
both lay and professional groups to a more in- 
tensive demand for the ultimate adoption of 
community dental programs. 

Italian dentists already are taking more inter- 
est in pedodontics than before, and are participat- 
ing more frequently in community activities. 
More parents understand now why the deciduous 
teeth of their children require intensive dental 
care; the understanding and knowledge of public 
dental health is increasing among school teachers, 


and the public. 
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The Askov dental demonstration: 
Progress report Vil 


W. A. Jordan and John K. Peterson North-West 
Den. 35:30-33 Jan. 1956 


The Askov, Minn., dental demonstration is a ten 
year study in which the principles of the Ameri- 
can Dental Association, including caries preven- 
tion and control, dental health education and 
dental care are being applied. The eighth year of 
the study began in the fall of 1955. 

The 3, 7, 10 and 13 year old children are given 
topical sodium fluoride treatments annually 
(Askov had no community water supply until 
1955). The children in the first six grades brush 
their teeth twice daily in school—on arriving in 
the morning, and immediately after lunch. An 
ammoniated dentifrice was used the first few 
years of the program, then a dentifrice contain- 
ing penicillin was used for three years by the 
first six grades. A stannous fluoride dentifrice was 
introduced in September 1955. 

All children from 3 through 17 are given tooth- 
brushes and dentifrice, and instructed in the 
proper method and time of brushing. The reduc- 
tion of excessive sweets in the daily diet is 
stressed. 

Lactobacillus counts, posterior bitewing roent- 
genograms and examinations made in September 
1955 provide the data for the current progress 
report. 

The number of children with low lactobacillus 
counts (less than 10,000 per cubic centimeter of 
saliva) each September has fluctuated consider- 
ably since 1948, as shown by the following per- 
centages of children with low counts: 1948, 27.2 
per cent; 1949, 35.8; 1950, 48.9; 1951, 59.1; 
1952, 57.1; 1953, 57.3; 1954, 39.8, and 1955, 
44.0. 

The average incidence of carious surfaces in- 
creased to 3.35 in the school year 1954-55. It 
has been 3.14, 3.06, 3.70, 2.60, 2.10 and 3.35 
from 1950 to 1955, respectively. 

As in previous years, there was a direct rela- 
tion between the number of lactobacilli present 
in saliva and new carious surfaces. In the period 
1949 to 1955, Askov pupils averaged 1.8 new 
carious surfaces a year when they had low lacto- 
bacillus counts and 4.7 new carious surfaces a 





year when they had high counts. More than two 
and a half times as many carious surfaces de- 
veloped with high lactobacillus counts than with 
low counts. 

The number of decayed teeth per child has 
dropped from 4.6 in 1949 to 1.9 in 1955 in the 
age group from 6 to 12. Pupils age 6 to 12 and 
13 to 17 average 2.7 (59 per cent) and 1.9 (18 
per cent) fewer decayed teeth than their 1949 
counterparts. The number of lost teeth have 
shown corresponding drops of 50 per cent in the 
6 to 12 year age group and 26 per cent in the 13 
to 17 year age group. 

The pupils in the 6 to 12 year age group, made 
up almost entirely of the pupils that brush their 
teeth twice daily in schools, seem to be making 
the most improvement in DMF reduction. 


v 
Nutrition 


Nutrition of Alaskan Eskimos 


E. M. Scott. Nutrition Rev. 14:1-3 Jan. 1956 


In Alaska, the Eskimo formerly had three original 
typical diets, with local and seasonal variations. 
On the Arctic Ocean and Bering Sea coasts, the 
major proportion of food was obtained from seal, 
walrus and whale; these were supplemented by 
birds, eggs, fish, shellfish and plants in small 
amounts. Further south, the principal source of 
calories was fish; this was supplemented by small 
mammals, birds, eggs and plants. A small group 
of inland Eskimos depended primarily on cari- 
bou, supplemented with fish and other foods. 

All three diets were low in plant foods, carbo- 
hydrate, calcium and vitamin C. The diets were 
high in protein, but not necessarily high in fat. 
There are no known nutritional disadvantages to 
this primitive Eskimo diet and only one known 
advantage—Eskimos had almost perfect teeth. 

Eskimos had no fixed time for eating, and ate 
as they pleased at any time. Usually they had one 
good meal toward the end of the day. Some food 
was eaten uncooked, and sometimes the foods 
were eaten while frozen. 














Today probably no Eskimos subsist on wholly 
native diets. Practically no Eskimo family is with- 
out some source of cash income. It is easier to buy 
food than hunt or fish for it. The Eskimo has a 
very low income, and his purchases of food con- 
sist primarily of the cheapest sources of calories— 
cereals and sugar. Other major food groups pur- 
chased are dairy products (excluding butter); 
fats and oils including butter; dried peas, beans 
and nuts; potatoes; citrus fruits, and other fruits 
and vegetables. 

Provided a considerable proportion of the diet 
is fresh meat, fish, greens and berries, the diets of 
modern-day Eskimos appear to have no bad con- 
sequences other than dental caries. 

To obtain good nutrition, the Eskimo must 
have a good income, which he can accomplish 
either by migrating to centers of white population 
to live, or by building an economy on the tundra 
where the Eskimo lives. The prospects of even- 
tual integration of the Eskimo into white civiliza- 
tion appear good. 


Relationship between maternal malnutrition 
and fetal development 

(Die Bedeutung einer mangelhaften Ernahrung 
der Mutter fiir das Kind) 


H. Glatzel. Deut.med.Wchnschr. 80:1879-1885 
Dec. 23, 1955 


The relation between maternal disturbances 
caused by malnutrition and abnormal fetal de- 
velopment has been the subject of considerable 
speculation and controversy. 

Maternal undernourishment may have severe 
effects on the fetus without causing observable 
disturbances in the mother. A certain correlation, 
however, exists between the child’s weight at 
birth, his abnormal development, and maternal 
malnutrition during pregnancy. The better the 
maternal nutrition during gravidity, the better 
will be the child’s development. 
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Investigations, reported in medical and dental 
literature, reveal that a number of congenital de- 
fects, such as microcephaly, cardiac abnormali- 
ties, deaf-mutism and dental inadequacies can be 
attributed to maternal undernourishment. 

Maternal malnutrition during the last three 
months of pregnancy usually has little effect on 
the weight at birth. Quantity and quality of the 
lactation, however, are adversely affected by con- 
stant undernourishment of the mother. Even if 
the incidence of prematurity, abortion and con- 
genital defects has not been linked conclusively 
to maternal malnutrition, the mother’s lack of 
sufficient nourishment probably is one of several 
causative factors. 

A deficiency of total calories and of protein 
are the two most important factors which pro- 
duce underdevelopment in unborn and newly 
born children. 

The basal metabolic rate of pregnant women 
exceeds that of nonpregnant women only in the 
last three months of pregnancy by about 150 
calories. This figure equals the basal metabolic 
rate of the embryo. A higher demand on calories 
exists, however, as a result of the increased 
weight and mechanical limitation of movement. 
Therefore, an increased intake of at least 400 
calories daily is required during the last three 
months before birth. Breast feeding demands an 
increased calory intake. Elaboration of one liter 
of breast milk (about 700 calories) requires an 
additional intake of not less than 1,000 calories 
daily. This corresponds to an increased intake of 
about 100 Gm. (twice normal) of protein. The 
optimal intake of calcium is 2 Gm. daily. It is 
doubtful whether calcium contained in “enriched” 
bread can be absorbed. Milk is by far the best 
source of calcium. 

It is unlikely that pregnancy demands a sig- 
nificantly higher intake of vitamin B,, but vitamin 
D should be supplied liberally, because of the 
relation between early childhood rickets and the 
maternal supply of vitamin D or its compounds. 
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Periodontics and endodontics 
v 
Endodontics 


Odontomes of the axial core type 


T. C. Lau, Hong Kong. British D.J. 99:219-225 
Oct. 4, 1955 


It is believed that an odontoma of the axial 
core type is formed during an early stage of tooth 
development, by a process of extrusion instead 
of the ordinary invagination of the tooth germ. A 
tubercle extends vertically from the occlusal sur- 
face of the tooth concerned, which is often a 
bicuspid, but may be a molar or an anterior tooth. 
If the latter, the forms are different. In the middle 
of the tubercle is the axial core through which 
runs the axial canal. The axial canal is believed 











to contain an extension of the dental pulp which 
rises from the roof of the pulp chamber and runs 
through the crown and sometimes through a part 
of the protruding tubercle. The extremity of the 
axial core, which projects from the occlusal sur- 
face of the crown, is covered by a thick layer of 
surface enamel. When the tubercle is broken off 
or worn down, the axial canal with its contents is 
often exposed to bacterial invasion, resulting in 
pulpitis and ultimate death of the pulp. 

Of 2,101 Chinese persons examined, 27 were 
found to have one or more bicuspids with axial 
core odontomas, for an incidence of 1.29 per cent. 
This percentage must be considered a conserva- 
tive one, for unerupted and extracted teeth and 
some decayed and filled teeth were not shown 
for recording. Furthermore, teeth with once prom- 
inent tubercles worn down to the level of normal 
cusps may have escaped detection. The axial core 
condition may occur when there is no discernible 
tubercle on the surface of the tooth. This anomaly 
is extremely rare among Europeans, Africans and 


Americans. 





Above left: A lower second bicuspid with an axial core odontoma 
Above right: Ground section of the crown of a bicuspid 


Left: A schematic drawing of the longitudinal buccolingual section 
of a lower first bicuspid with an axial core odontoma. T = tubercle 
(broken off). L = lacuna. C = axial core and axial canal. D = 
dentin. E = enamel. INF = infundibulum. PH = pulp horn with 
a recession line. PC = a portion of the pulp chamber 
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Extirpation of the pulp: the Vienna method 
(Pulpaextirpation nach der Wiener Schule) 


F. Driak. Zahndrztl.Praxis 10:561 Nov. 25, 1955 


Surgical methods alone, regardless of how skill- 
fully performed, will not restore the periapical 
tissue to its normal physiologic state. In root treat- 
ment, the success of a pulpotomy depends on 
correct diagnosis. In certain instances, such as 
periapical granuloma, cementoma or pulpitis, 
however, an accurate diagnosis often is difficult 
to make. Total pulpotomy is justified only if the 
diagnosis is reliable. 

A clear differentiation must be made between 
vital and nonvital pulp. The vital pulp may be 
removed under pressure anesthesia. Hemorrhages 
sometimes occur, and may lead to severe in- 
flammations. Overinstrumentation in root canal 
treatment must be avoided because it may force 
microorganisms and toxic material through the 
apex. Caustic drugs should not be used because 
they irritate or destroy periapical tissues. The 
apical part of the root must be tightly sealed off 
by root canal fillings. Since pulp injury and treat- 
ment technic can affect three different periapical 
tissues—-cementum, periodontal membrane and 
alveolar bone, particularly the lamina dura—it 
appears logical to examine these tissues periodi- 
cally after root treatment, in order to establish 
criteria for an evaluation of the root canal therapy. 

Chemical devitalization may be obtained by 
using either arsenic or formaldehyde derivatives. 
Because the action of formaldehyde is slower, 
arsenic preparations are preferred, and, contrary 
to some reports, do not result in severe damage to 
the periodontium. 

Success in root treatment often depends on the 
penetrability of the root canal. In molars, how- 
ever, this penetrability can be obtained in about 
25 per cent of the instances. The dentist’s experi- 
ence and skill and the patient’s endurance are the 
decisive factors in success or failure. 

The deposition of cementum above the dentin 
of a previously infected root, and the regenera- 
tion of a normal periodontal membrane are of 
practical significance; both prove that complete 
healing is possible in such a case. Pulpless teeth 
may heal completely after the root end has been 
resected and the pulp canal filled. 
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The root canal should be deepened and wid- 
ened, if possible to the apex, especially if gan- 
grene is present. Even the slightest injury to the 
periapical tissues must be avoided. In the steriliz- 
ing process, preferably with hydroxy] iontophore- 
sis, the accessory canaliculi and ramifications 
should be included. The biologic effect of ionto- 
phoresis is more reliable than is that of most of 
the customary disinfectants. 

Pulp curettage is recommended in instances 
involving vital teeth. Success can be assumed if 
the check-up roentgenograms indicate that typi- 
cal cancellous osseous structures have formed, 
filling the radiolucent area within a period of six 
months. The ideal result is establishment of a new 
lamina dura across the cut root along the root 
sides. A slight thickening of the periodontal mem- 
brane is of no significance if the lamina dura is 
reconstructed. 

The pulp should be extirpated at the highest 
possible point because in the periodontal tissue, 
the old axiom noli me tangere (touch me not) 


applies. 


Combined root canal therapy 
and apicoectomy 


Ben H. Haines. New Mexico D.]. 
6:7-8 Nov. 1955 


Root canal therapy on the 12 anterior teeth can 
be consistently successful. Failures can usually be 
traced to one or more of the following factors: 
(1) failure to induce relaxation in the patient; 
(2) failure to remove completely the contents of 
the pulp chamber, including the pulp horns, will 
invite discoloration; (3) failure to locate the in- 
cision so as to have at least a 2 mm. “shelf” to 
support the edges of the sutured flap. A clean 
incision should be made, close to the mucobuccal 
fold and through the mucoperiosteum, cutting at 
right angles to the bone in order to avoid a bev- 
eled edge to the flap; (4) failure to remove com- 
pletely the pathologic tissue in the periapical 
region; (5) failure to obtain hemostasis; the topi- 
cal application of 1:1,000 epinephrine is helpful; 
(6) failure to keep the aspirator at the apex of 
the tooth during cleaning, enlarging, sterilizing 
and filling the canal; (7) failure to sterilize and 
dry the canal before introducing the filling mate- 
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rial; (8) failure to try the gutta-percha point in 
the canal and observe the tip projecting through 
the apical foramen; (9) failure to examine the ex- 
cess that is being forced through the apex during 
the filling of the canal; (10) failure to remove all 
excess filling material and cement from the peri- 
apical region after the canal is filled; (11) failure 
to avoid chemical irritation and trauma to the 
mucoperiosteal flap, and (12) failure to suture 
the flap in its original position without tension or 
distortion. 

The surgical operation which can be completed 
in one sitting has several advantages over the con- 
servative approach. Although the technic is sim- 
ple, each step must be performed thoroughly and 
carefully. 


Regeneration of tissue 
into the pulp canal of monkey’s teeth 


Robert V. Vidair and Earl O. Butcher. 
].D.Med. 10:163-166 Oct. 1955 


Numerous studies of pulp repair and treatment 
of exposed and diseased pulps indicate that, after 
treatment, bridges of dentin and modifications of 
pulp repair have formed at the site of the ex- 
posure. There seems justification for believing 
that the connective tissue possesses considerable 
potentiality for repair and invasion of the canal. 
The present investigation was concerned with ex- 
posing the pulps and obtaining infections, then 
removing the pulps and seeing to what extent the 
infection could be eradicated completely and to 
what extent the connective tissue would invade 
the pulp canal. Twenty rhesus monkeys were 
used in the study. More than 200 teeth were 
studied, the experiments being divided into six 
groups. The longer the exposure of the pulps, the 
greater was the depth of infection which deter- 
mined the extent of future invasion of connec- 
tive tissue into the canal. 

Two conclusions were reached. 

If infection has not had a chance to progress, 
connective tissue will regenerate into the pulp 
canal. Evidence for this conclusion is based on 
the following facts: The tissue will regenerate in 
replanted teeth in which the pulp has been re- 
moved; it will regenerate in replanted teeth with 
removed pulps after the teeth are immersed in 


Formalin, and it will usually regenerate when the 
pulp is removed via the incisal end and the 
coronal portion of the tooth is filled immediately. 

The interval of pulp exposure determines the 
extent of regeneration of connective tissue into 
the canal. If the exposure is long and the pulp 
removed, invasion of the canal by connective tis- 
sue fails regardless of the sterilization of the canal 
and therapy with antibiotics. The resistance to 
the invasion may be due to necrotic tissue left 
in the dentinal tubules, infection in the tubules, 
or alteration in the dentinal substance. 


In vitro effect 

of cetyl pyrimidinium chloride (Biosept) 
on oral strains of Candida albicans 
(Effekt in vitro av cetyl pyrimidin klorid 
[Biosept] pa orala gistsvampar 

av typ Candida albicans) 


G. Frostell. Svensk tandlék.tskr. 48:325-332 
Oct. 1955 


The quaternary ammonium compound cetyl pyri- 
midinium chloride (Biosept) has been used in 
dentistry for disinfection of prosthetic appliances 
and restorations and as an antiseptic agent in the 
oral cavity and in endodontic treatment. 

In the endodontic department of the Royal 
Dental School at Stockholm, Sweden, a 1: 1,000 
aqueous solution of cetyl pyrimidinium chloride 
has been used as a root canal antiseptic with 
rather good results. The effect of this drug on 
fungi often found in infected pulps has not been 
well established in the studies reported in the 
literature. It was decided, therefore, to study the 
fungicidal action of the compound on five strains 
of Candida albicans isolated from the oral cavity, 
and on Staphylococcus aureus for comparative 
purposes. 

Fungicidal effect was obtained after two min- 
utes but not after 30 seconds with a 1:1,000 aque- 
ous solution at pH 7.0 at 37°C. The disinfection 
time was increased in the presence of albumin. 
Changes of pH to 5.5 and 8.5 slightly prolonged 
the period. At 22°C. the disinfection time was 
not increased, whereas it was shortened at 45°C. 
At 37°C. increase of the concentration to 1:500 
did not shorten the period, but reduction of the 
concentration to 1:2,000 lengthened it. 
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At a concentration of 1:4,000, the growth of 
the fungi was prevented. Between 1:6,000 and 
1:20,000, an indefinite fungistatic action was ob- 
served. 

Difficulties in determination of the value of a 
root canal antiseptic are discussed. Theoretically 
cetyl pyrimidinium chloride at a concentration 
of 1:1,000 should be active against C. albicans 
in the root canal if the duration of action exceeds 
ten minutes. It was found that the fungicidal ac- 
tion is inferior to the bactericidal, so that more 
efficient substances should be employed when- 
ever infection by fungi of this type are shown to 
be present.—G. Ryge 


v 
Periodontics 


A method for evaluating consistency 
in diagnosis of gingivitis 


Robert E. Crowley. Oral Surg., Oral Med. 
& Oral Path. 8:1128-1133 Nov. 1955 


The consistency of diagnosis of a disease becomes 
important when statistics are compiled on which 
are based the rates of occurrence of such diseases. 
The assumption that there is agreement among 
dentists’ ratings of gingival conditions is a ques- 
tionable one. The present study investigates this 
problem by finding out how consistent the den- 
tist’s qualitative ratings are and how his rating 
compares with those of other dentists on the same 
gingival condition. 

A series of 40 colored photographic slides of 
various gingival conditions ranging from normal 
through severe was shown to a group of four 
dentists. No method of appraisal was expounded. 
Each dentist used his own criteria in estimating 
the gingival condition. Each picture was pro- 
jected with the same intensity of light, the same 
size and the same degree of definition for all ob- 
servers. The group was told to rate each condi- 
tion as “normal,” “slight gingivitis,” “moderate 


gingivitis,” or “severe gingivitis.” One week later 
the same slides were shown but in a different se- 
quence. After a lapse of two weeks, a second 
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series of tests was made, to evaluate the possible 
benefits in improved consistency that might be 
derived from the use of a standard system of 
rating. 

The following results were observed: 


1. Using his own criteria, a dentist does not 
rate the same gingival appearances consistently. 

2. Dentists do not agree with other dentists in 
rating the same gingival conditions. 

3. A dentist who rates towards the “severe” 
side of the scale on the first trial will tend to con- 
tinue to rate towards the “severe” side on the sec- 
ond trial. 

When the dentists used an agreed upon system 
of classification, the results were improved. The 
dentist’s agreement with his own previous rating 
improved; the agreement among dentists’ ratings 
improved, but the individual dentist’s tendency 
to rate “high” or “low” on the scale persisted when 
ratings were made with a standardized method. 

The possible value of the method in providing 
a means for the standardization of rating by epi- 
demiological teams, and its use in evaluating the 
efficiency of diagnostic classification systems, are 
discussed. 


Healing of naturally occurring 
periodontal pockets 
about vital human teeth 


Melvin L. Morris. J.Periodont. 
26:285-292 Oct. 1955 


Many reports of the healing or reattachment of 
human periodontal pockets have been made. The 
healing followed procedures to remove toreign 
matter and outer cemental layers from the root 
surface, and epithelium from the soft tissue wall. 
The procedures were based on the theory that the 
resultant bleeding would produce a clot in the 
pocket space which would be replaced succes- 
sively by granulation tissue and a new connective 
tissue union with the root. The evidence produced 
by such studies related mainly to changes in 
pocket depths or was roentgenographic. Changes 
in pocket depth do not reveal the type of connec- 
tion, which may be epithelial, connective tissue, 
or simply a tight apposition of tissue. Dental 
roentgenograms reveal root and bone, but not soft 
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tissue attachment. Histologic evidence, correlated 
with clinical data, must be the ultimate proof. 
Such studies have been rare. The present report 
is based on tooth and tissue sections correlated 
with clinical data. 

The study was conducted on vital upper an- 
terior teeth. Labial periodontal pockets were the 
experimental sites. Root surfaces were curetted 
one week previous to the experimental routine. 
Tooth nicks were ground with a no. 2 wheel bur. 
The first nick was made on the labial enamel, the 
second at pocket depth, the third at the bottom 
of the preoperative pocket, and the fourth at the 
most apical point immediately after removal of 
the epithelial attachment. The pockets were re- 
curetted and cemental removal attempted. Pocket 
and attachment epithelium were eliminated. A 
nick was placed in some instances at the level of 
the gingival margin, immediately after removal 
of the gingival rim. Another nick was placed as 
far apically as possible, after removal of the epi- 
thelial attachment. Fresh bleeding was provoked 
and sutures were drawn through the adjacent 
papilla. Measurements were recorded to fix the 
positions of pocket bottoms and gingival markings 
preoperatively and postoperatively. 

Fifteen pockets were operated on. Teeth and 
labial tissue were removed after healing intervals 
ranging from 42 to 140 days. The extracted 
masses were prepared and examined histologi- 
cally. 

Pocket bottoms had not been advanced in a 
coronal direction by the experimental procedure. 
Several showed a slight apical movement. The 
average gingival recession of slightly less than 
1 mm. is similar to that noted in the healing of 
surgically created pockets. The positions of the 
nicks indicated that healing did not occur coro- 
nally to the bottom of the original pocket, whether 
the root surface was cementum or dentin. Some- 
where near the apical end of the epithelial attach- 
ment the reaction changed and healing did occur 
with formation of cementum, against either den- 
tin or old cementum. There was reunion only 
where a recent union was artificially disrupted. 

Clinical and histologic data appeared to show 
that removal of epithelial lining and attachment 
did not produce healing against curetted cemen- 
tum or exposed dentin in naturally occurring 
periodontal pockets about vital human teeth. 


Periodontal disease among adults 


M. M. Mehta, R. M. Grainger and C, H. M. 
Williams. J.Canad.D.A. 21:617-624 Nov. 1955 


Although a number of surveys have been con- 
ducted in the past to determine the prevalence of 
periodontal diseases, differences in the examina- 
tion methods have led to wide variation in the - 
observations. The purpose of this study was to 
determine the frequency of certain evidences of 
periodontal disease and their interrelations as 
revealed by a thorough clinical examination of 
an adult population. The 670 individuals exam- 
ined were drawn voluntarily from nearly 5,000 
civil servants of the Ontario Provincial Govern- 
ment in 1954. The ages ranged from 15 to 54; 
302 were men and 368 were women. A clinical 
examination of each mouth was performed with 
the aid of mouth mirrors, explorers, calibrated 
periodontal probes and cotton pliers. 

Periodontitis simplex was the most common 
clinical form of the disease; it affected 79.4 per 
cent of the men and 79.6 per cent of the women. 
Periodontitis complex was diagnosed for 16.3 
per cent of the men and 9.4 per cent of the 
women. After the age of 35 years, the average 
number of pockets per person, and the pockets 
per tooth, were significantly higher in men than 
in women. The oral hygiene condition was poorer 
in men than in women, and regressed with age 
in both sexes. 

The prevalence and severity of periodontal 
disease apparently increases substantially with 
age in both sexes. Men tend to be affected by 
various forms of periodontal disease earlier in life 
than women. 


Periodontal case management 
in hemorrhagic disease 


John F. Prichard. J.Periodont. 
26:247-256 Oct. 1955 


Clinical management of periodontal disorders in 
hemorrhagic disease is discussed, and illustrated 
with reports of six case histories. Oral bleeding in 
such patients is a serious matter which requires 
control for comfort and sometimes for the preser- 
vation of life. 
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A patient with periodontal disease giving a 
history indicating a hemorrhagic disorder should 
have a blood examination including the follow- 
ing tests: coagulation time, clot retraction, pro- 
thrombin time, bleeding time and the platelet 
count. A tourniquet test and a complete blood 
count should be made. 

Abnormal bleeding may result from anatomic 
or physiologic defects of the blood vessels or from 
defective factors in the blood itself. It may occur 
as a secondary manifestation of anemia or other 
diseases such as liver dysfunction, hypertension, 
renal disease or as a result of the use of anticoagu- 
lant drugs in medical treatment. Pathologic bleed- 
ing may occur even when the results of all hemo- 
static tests are within normal limits. It is not 
difficult to recognize an unusual condition when 
symptoms are alarming or pronounced. The pit- 
falls for the dentist lie in those blood diseases in 
which dental and oral symptoms and complaints 
mimic well-known types of dental disease. 

The case reports describe the successful treat- 
ment of periodontal disorders in patients suffering 
from hemophilia, erythremia, thrombocytopenic 
purpura, hereditary hemorrhagic diathesis, scor- 
butic hemorrhage, and prolonged gingival hemor- 
rhage. These diseases affect periodontal struc- 
tures, and their management requires close 
physician-dentist cooperation. 


Diphenylhydantoin sodium hyperplasia: 
hydrocortisone acetate 
as an adjunct in its treatment 


Melvin Spira. J.Oral Surg. 13:280-287 Oct. 1955 


Since its introduction in 1938, diphenylhydantoin 
sodium has been used extensively in the treat- 
ment of epilepsy. Among its undesirable effects 
is the gingival hyperplasia or hypertrophy which 
follows its administration. Treatment of this con- 
dition depends on the degree of hyperplasia. Hy- 
drocortisone acetate dental ointment 2.5 per cent 
has been reported as of value when used in con- 
junction with gingival massage in instances where 
the hyperplasia is not pronounced. 

To test the value of hydrocortisone acetate as 
an ointment in the control of hyperplasia after 
gingivectomy, it was used experimentally in four 
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patients and two patients were used as controls. 
All had been on diphenylhydantoin sodium for 
several years and presented similar problems in 
maintaining good oral hygiene. 

Two of the treated patients showed consider- 
able improvement, one showed only slight im- 
provement and the fourth showed no improve- 
ment. The latter two patients did not cooperate 
as well as the former. The two control patients 
developed regrowth soon after gingivectomy. 

Hydrocortisone acetate dental ointment ap- 
pears to be a useful adjunct in the treatment of 
diphenylhydantoin sodium hyperplasia. Massag- 
ing the ointment into the gingiva permits local 
absorption of the material without the possibility 
of undesirable physiologic effects from overdos- 
age. 


Prevalence of periodontal disease: 3. Europe 


S. Loos. Internat.D.J. 5:319-326 Sept. 1955 


Although periodontal diseases have been found in 
numerous vertebrate and hominoid fossils of the 
Paleolithic and Neolithic ages, no significant inci- 
dence of such diseases can be ascertained in 
primitive peoples, or under the “primitive” condi- 
tions of ancient races, when there was a high de- 
gree of attrition and a shorter span of life. 

Periodontal diseases of all kinds have increased 
substantially since the beginning of the eight- 
eenth century. The increase coincides with a 
growing urbanization, an increase in the inci- 
dence of caries, a decrease in attrition and an 
increase in the average life span. 

Southern and Dinaric (Adriatic) races seem 
to be affected more severely with periodontal 
disease. 

The incidence of the disease increases steadily 
with the corresponding increase of the average 
life span and the decrease in attrition. The 
younger age groups are now becoming affected. 
Individuals with damaged dentitions are partic- 
ularly susceptible, as are those ill from systemic 
or infectious diseases. All influences which under- 
mine the resistance of the individual, and more 
especially the supporting mesenchymal tissues, 
favor periodontal diseases. 
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Oral surgery 
v 
Surgical technics 


Surgical treatment of 
sequelae of gangrenous stomatitis (noma) 


Roberto Farina, David Serson Neto, 
Sergio Paula Santos and Osvaldo Castro. 
Plast. & Reconstruct. Surg. 16:47-56 July 1955 


This disease is characterized by an area of gan- 
grene which spreads rapidly without a tendency 
to self-limitation and is usually associated with 
an extraordinarily poor condition of the patient. 
It occurs as a rule after an acute infectious dis- 
ease and involves almost invariably all the tissues 
of the mouth (cheek, lips and palate). The dis- 
ease is associated with alimentary deficiency, be- 
ing more frequently observed among poor, 
undernourished people and in people of Africa 
and the Orient. Although the pathogenic agent 
is unknown, most modern writers believe the 
disease is caused by fusospirochetosis. It occurs 
in worn-out, undernourished people and can fol- 
low acute infectious diseases such as measles, 
smallpox, Vincent's angina, severe infectious en- 
teritis and so forth. Kohn has proposed the fol- 
lowing topical classification for gangrenous 
stomatitis: (1) buccal gangrenous stomatitis 
(subacute and acute); (2) labiomental gan- 
grenous stomatitis and (3) labiomaxillary gan- 
grenous stomatitis, the last being the most serious 
type. 

One of the earliest signs of the disease is the 
intense fetor oris. Locally, in the external aspect 
of the cheek a swelling, grayish to black in color, 
is noticed first. On the mucosal side, one of the 
earliest signs is a small ulcer also covered by a 
gray or dark layer. Soon the gangrene starts to 
progress very swiftly, with complete sloughing of 
the tissues in their entire thickness. Considerable 
toxicosis and prostration occur. Bronchopneu- 


monia, lung abscess and severe dysentery are com- 
mon complications. 

Wide excision, disregarding any resultant de- 
formity, is the treatment of choice. Antibiotics are 
used postoperatively to prevent secondary infec- 
tion. Multiple and heavy vitamin therapy must be 
instituted, including high doses of nicotinic acid 
or niacin. Whole blood transfusions must also be 
started. Gangrenous stomatitis, after being cured, 
leaves serious sequelae. Morphologically there are 
losses both of soft tissues and osseous and carti- 
laginous framework of the face. In some instances 
there is also loss of substance of the mandible. 
Functional defects may take the form of 
ectropion, speech disorders, and disorders of 
mastication and initial digestion. Psychically the 
disturbances are serious. Patients bearing such 
deformities tend to become isolated, aggressive 
and antisocial. Correction of the deformities must 
be undertaken only after the infectious process is 
controlled and cure is complete. Reconstruction 
must not be attempted until one year has elapsed 
after complete healing. Repairs follow the basic 
principles of anaplasty, namely: (1) all involved 
tissues must be replaced by isomorphous ones; 
that is, of the same origin, and (2) the several 
layers involved must be replaced by equivalent 
tissues. 

Six cases are reported, with photographs before 
and after the operations. The morphologic and 
functional results are usually satisfactory. 


Mandibular ostectomy for correction 
of prognathism 


Roy J. Eubanks. Texas D.J. 
73:456-461 Oct. 1955 


Mandibular ostectomy, a surgical procedure 
utilized for correction of prognathic deformities 
of the mandible, consists of removing a quadri- 
lateral section of bone from the body of the man- 
dible bilaterally and repositioning of the anterior 
segment in proper relationship with the maxilla. 
The two stage procedure, introduced by Ding- 
man in 1944, enables the operator to remove with 
extreme accuracy a predetermined section of 
bone from the body of the mandible without in- 


terfering with the inferior alveolar nerve and 

















associated structures. This was the method used 
in the two cases described. 

Advantages of the method are that there is 
usually no period of postoperative anesthesia or 
paresthesia of the lips; no disturbance of muscle 
balance, functional movement or postoperative 
occlusion, and the site of surgical fracture is ac- 
complished without contamination from the oral 
cavity. The relationship between the teeth in the 
anterior and posterior portions of the arch can be 
improved, especially in instances of open bite and 
those with varying amounts of cross-bite. Exter- 
nal scarring can be minimized by proper place- 
ment of the incision and wound closure. 

The orthodontist should be consulted regard- 
ing the site of ostectomy and the anticipated post- 
operative occlusion. In some instances surgery is 
merely an adjunct to orthodontic treatment, and 
the patient should be advised of the possible ne- 
cessity of final adjustment of the teeth by the 
orthodontist after surgical correction of the gross 
deformity. 


Cancer of the mouth 


Theodore Van Dellen. Chicago Tribune 
114:18 Nov. 9, 1955 


Any swelling or ulcerated lesion in the oral cavity 
that fails to heal-in from three to four weeks 
should be viewed with suspicion. More expert ad- 
vice may be needed because of the possibility ot 
cancer. In early stages, cure invariably follows 
treatment. 

Malignancies in and about the mouth tend to 
occur on the lower lip. A blister that ruptures to 
form an ulcer may be regarded initially as a can- 
ker or coldsore. When the lesion fails to heal and 
when a scab forms, it usually falls off before the 
ulcer has a chance to close. The crust forms again, 
only to meet with the same fate. 

The process of partial healing and recurrence 
of scaly formations may persist for months. The 
lesion must be eliminated by surgery or radium 
therapy. In some instances, a sliver of tissue is 
excised and sent to the laboratory for diagnosis if 
there is any doubt as to the nature of the condi- 
tion. 

When cancer develops on the tongue, the floor 
of the mouth, the gingiva, palate, tonsils, or lining 
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of the cheek, the method of treatment varies with 
the location of the disease. The use of roentgen 
rays and radium requires the same skill, judg- 
ment, experience and accuracy as does the use 
of the scalpel. 

The cause of oral cancer is not known. Most 
victims are men. The lesions can be irritated by 
smoking, but that does not mean that tobacco is 
the causative factor. Not every lesion in the oral 
cavity is cancerous. Benign alterations include in- 
nocent ulcers, gum boils and canker sores. 

Leukoplakia is an example of an “in between” 
lesion; it becomes cancerous when irritated or 
neglected. A thickened, whitish patch appears on 
the mucous membrane which cannot be dislodged 
by scraping. The most common sites are the 
tongue, regions inside the cheek, about both lips, 
or on the hard palate. 

The ailment, frequently referred to as “smoker’s 
patches” or mouth psoriasis, has been recognized 
for more than a century. This disease can be irri- 
tated by tobacco, alcohol and decayed or sharp 
teeth. Leukoplakia also is found in patients with 
poorly fitting dentures and in those who do not 
practice oral hygiene. 

No treatment is required when the lesions are 
small and thin, except to eliminate the irritants. 
This means to prohibit smoking, strong drinks, 
and spicy food. Consideration must be given to 
faulty crowns and bridgework. Good oral hygiene 
is essential. Thickened or hardened lesions, how- 
ever, must be removed immediately. 


Preprosthetic surgery of the mouth 
and the jaws (Chirurgie pré-prothétique 
de la bouche et des maxillaires) 


Gérard Maurel. Rev. frang. odontostomat. 
2:847-870 July 1955 


Oral surgeons, orthodontists and other practicing 
dentists usually agree that neither the classical 
nor the modern surgical methods for preparation 
of the oral cavity for dental prostheses achieves 
an absolute ideal. Each technic has its advantages 
and disadvantages. As yet, however, no one can 
prove that the perfect orthodontic or surgical 
procedure has been evolved. 

The classical surgical method consists mainly 
in correction of damage caused by poorly fitting 
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prostheses; restoring the vestibule of the oral 
cavity; treatment of injured soft tissues, hyper- 
trophies, mucous and occlusal pads, and closure 
of buccolabial, bucconasal and buccosinusal com- 
munications. This method also is used in removal 
of the alveolar ridges of both jaws. 

The modern surgical method consists mainly 
in reconstruction of the alveolar ridges, sub- 
mucosal or subparietal implantation of metallic 
supports anchored on osseous structures, and in- 
traosseous implants serving as abutments for 
prostheses which are totally or partially fixed as 
in instances of limited or total loss of teeth. 

No single factor can limit or control the indi- 
cation for either method more conclusively than 
the physiologic reaction occurring in the involved 
region. Until more research will make available 
knowledge and understanding as to whether the 
classical or the modern method can assure the 
success of the contemplated preprosthetic sur- 
gery and that of the subsequent orthodontic 
therapy, both technics should be used as indi- 
cated. 

The results of the modern surgical method, 
however, as reported recently in dental literature, 
indicate that this technic should be regarded with 
the respect it demands and deserves, even if re- 
search must be continued for a number of years. 
It seems reasonable to conclude that by an in- 
tensive study of this technic, both the dental pro- 
fession and the public will benefit. 


Costen’s syndrome 

of the temporomandibular joint 

(Das Costensche sympathische Syndrom des 
Kiefergelenkes ) 


P. Garcia and J. A. Roset, Madrid. Osterr. 
Ztschr.Stomat. 52:498 Sept. 1955 


Costen’s syndrome, characterized by catarrhal 
deafness, vertigo, tinnitus, tenderness of the 
joints, pain in the ears, dryness of the mouth, and 
various neuralgic conditions, was described by 
Costen and Goodfriend in 1934. This syndrome 
appears more frequently in women than in men. 
The patients usually exhibit a combination of 
dental conditions such as anodontia, malocclusion 
in which one jaw projects above the normal oc- 
clusal plane, and dislocation of the condyles in 


upward and backward directions. In the majority 
of the patients examined, inadequate dental 
prostheses were observed. 

Costen explained that these disturbances were 
caused by a constant pressure on the auriculo- 
temporal nerve, on the chorda tympani, on the 
tender bones of the glenoid fossa and on the eusta- 
chian tube. Sicher indicated, after many anatomic 
examinations, that Costen’s explanation was un- 
tenable. 

The symptoms of Costen’s syndrome are almost 
analogous to the symptomatic complex occurring 
in Sluder’s neuralgia (sometimes called Sluder’s 
syndrome). This disease is a neuralgia of the 
sphenopalatine ganglion which causes burning 
and boring pains in the region of the mandible, 
and a radiation of the pain not only to the neigh- 
boring regions but into the neck and shoulders. 
Even though not all the occurring symptoms are 
identical, a close relationship exists between these 
neuralgic diseases. 

One case of Costen’s syndrome is reported. 
Treatment began with placement of a rubber 
drainage tube (2 mm. long and 6 mm. wide) in 
the molar region, which allowed a 2 mm. space 
between the upper incisors and the mandible. 
After the application of the rubber tube, the dis- 
turbances in the ear region vanished immediately. 
The rubber tube was kept in position for about 
five minutes, causing pallor, convulsive move- 
ments of the head, arms and legs, lowering of the 
blood pressure, and slowing down of the respira- 
tion. These symptoms were caused by a reaction 
of the vagus nerve. After two or three minutes, 
however, the convulsive movements ceased, the 
pulse became regular, and the patient’s condition 
returned to normal. This change was effected by 
a counteraction of the sympathetic nerve, The 
appearance of these vasomotor reflexes was help- 
ful in making the correct diagnosis of Costen’s 
syndrome and in planning treatment which 
would correct the malocclusion. It seems to be 
clear that disturbances in the region of the tem- 
poromandibular joint influence the vegetative 
nervous system. 

The treatment must also be directed toward 
adequate bite-correcting prostheses to achieve 
the maximum in articulation, and to prevent any 
further disturbance of the temporomandibular 
joint. 











Before and after treatment, injections of pro- 
caine without epinephrine bitartrate in the 
involved tissues (1 cm. from the tragus) are rec- 
ommended, also psychical tranquilization and ad- 
ministration of analgesics, sedatives or hypnotics, 
and tablets containing vitamin B complex and 
vitamin E. 


v 


Extractions 


Surgical treatment of lower third molar 
(Tratamiento quirirgico del 
tercer molar inferior ) 


Antonio L. Baca Ponce. Rev.espati.estomat. 
3:321-328 July-Aug. 1955 


The eruption of the lower third molar is often 
complicated by difficulties of a mechanical order 
and by infection which necessitates extraction of 
the tooth. For the selection of the surgical tech- 
nic, the anatomy of the tooth should be studied 
roentgenographically. The tooth should be ex- 
tracted in an operating room under the same rules 
of asepsis and antisepsis that are in order for any 
other surgical intervention. 

The patient rests on the operating table with 
his head at a slightly higher level than that of his 
body. The surgeon works with the help of an 
assistant. Blood and saliva are eliminated from 
the operative field with gauze or with an auto- 
matic aspirator. Anesthesia by injection of the 
trunk near Spix’s spine is immediately followed 
by infiltration anesthesia. Five minutes after ad- 
ministration of the anesthetic, the operation is 
carried out as follows: (1) incision of the soft 
tissues by any of the typical or modified technics, 
according to the classification of the tooth; (2) 
detachment of the mucoperiosteal flap with 
Freer’s spatula, which is manipulated gently be- 
tween the mucoperiosteum and the bone, and 
(3) osteotomy with vestibular resection and the 
so-called resection of the “distal bone” with a 
chisel. The extraction of the tooth is done with 
forceps or with Winter's elevators. An odonto- 
section is indicated when the tooth cannot be 
loosened with forceps or with the Winter's ele- 
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vator, especially if the tooth is in mesioangular 
position or in oblique mesioversion with the me- 
dial edge at the level of the neck of the second 
molar or beneath this point. After the extraction 
of the tooth, the bone edges are curetted, the 
splinters are removed, and the wound is washed 
with a saline solution. To prevent hemorrhage 
and infection, a swab of absorbable gelatin 
sponge soaked in thrombin solution is placed in 
the empty alveolus and sulfonamide powder is 
applied locally. Routinely, the patient is given 
penicillin parenterally during the first 24 hours 
after the operation; the doses vary between 
400,000 and 600,000 Oxford units. The patient is 
told to apply cold applications and to use seda- 
tives, a liquid or semiliquid diet, mouth washes, 
fruit juices, and tonics if necessary. 


Vv 
Roentgenology 


Radiation dangers in diagnostic radiology 


Israel E. Kirsh. J.A.M.A. 158:1420-1423 
Aug. 20, 1955 


The geneticist’s concept of “maximum permis- 
sible exposure” should alert practitioners to the 
long-range danger for individuals and the popula- 
tion as a whole from relatively small doses of 
radiation resulting from fluoroscopy and roent- 
genography. There are 126,000 x-ray units for 
diagnosis and therapy in this country—50,000 
used by physicians and hospitals, 65,000 by den- 
tists, and 11,000 by osteopaths and chiropractors. 
In industry there are 2,000 roentgenographic 
units, and some 30,000 salespeople use fluoro- 
scopes in shoe fitting. The harm that may result 
from small doses of radiation, delivered inciden- 
tally through fluoroscopy and roentgenograms 
made for diagnosis is stressed. 

Relatively small doses of radiation have a cu- 
mulative effect on the germ plasm and cause an 
increased rate of mutation. Mueller has proved, 
in experiments with fruit flies, that even very 
small doses of roentgen rays have a harmful 
genetic effect by increasing the mutation rate. 
Russell showed in mice that radiation produced 
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mutations in them five to ten times as often as 
in Drosophila. The estimate of induced mutations 
in man, based on Drosophila results, may be too 
low. Among the measures suggested for decreas- 
ing the mutative effects of radiation are the 
measurement of output of radiation machines; 
the use of aluminum filters; the protection of the 
male patient’s gonads with a strip of lead-rubber 
composition, and the avoidance of unnecessary 
procedures that involve radiation. The practi- 
tioner should ask himself whether there is any 
way, other than through the use of radiation, to 
reach a diagnosis, and whether the prospective 
gain from the examination warrants the risk. 
Alternatives to radiation therapy should be con- 
sidered, especially in benign conditions. 


Roentgenographic cephalometry 
(Céphalométrie radiographique ) 


M. O’Meyer and M. Glugny. 
Rev.frang.odontostomat. 2:463-481 
June-July 1955 


The most important foundation for an accurate 
examination, using teleroentgenography, is the 
correct, unambiguous cephalometric analysis. 
Cephalograms can be considered as absolutely 
decisive factors only if the graphically recorded 
horizontal contours of the human head appear 
unequivocally clear so that possible errors in the 
interpretation can be avoided. 

Three excellent and tested methods in roent- 
genographic cephalometry are now available. The 
static analysis, introduced and developed by 
Margolis, is the simplest technic to use. This 
method achieves almost perfect results in cepha- 
lometric teleroentgenography in patients from 6 
to 20 years old. The other static analysis, per- 
fected and taught by Down, is used successfully 
in the United States. This technic permits a com- 
plete interpretation of skeletal and dental analy- 
ses of all age and racial groups. The dynamic 
analysis, introduced by Thompson, is valuable 
for recording and testing muscular activity, and 
can also be used for cephalometric registration 
when overlying structures obscure the less dense 
regions in the roentgenogram. This technic can 
be adapted to a controlled investigation of the 
temporomandibular joint and to the determina- 


tion of occlusal position. A head-positioning in- 
strument is added to the cephalometer to assure 
the visualization of a sagittal plane through the 
center of the joint. This method records excel- 
lently the role that the musculature plays in the 
human head. 

All three methods, used under different cir- 
cumstances, are indispensable for scientific 
cephalometry and give the foundation for diag- 
nosis, prognosis, planning of therapy, and for cor- 
rection and study of the relationship between 
face and jaws under normal and abnormal condi- 
tions. 


Vv 


Fractures 


Partial unilateral fracture 

of the right maxilla: report of case 
(Frattura unilaterale incompleta 

del mascellare superiore ) 


G. Ciuffreda. Minerva stomat. 4:192-195 
March-June 1955 


The patient, a 56 year old man, presented a 
unique partial unilateral fracture of the right 
maxilla. Only ten teeth in the upper jaw and eight 
in the lower were present, all showing symptoms 
of an advanced apical periodontitis. The trauma 
already had caused an extensive dislocation of 
part of the alveolar ridge involving five teeth 
(from the right central incisor to the second bi- 
cuspid). The critical condition of the implicated 
periodontium prohibited normal oral surgical in- 
terventions. 

The therapy consisted of the application of a 
metal ring around the involved five teeth as a 
support for the injured dental arch. A head cap 
was constructed of plaster with an anterior pro- 
jection of a 3 mm. aluminum cranial arch. The 
cranial traction of the maxillary fragments was 
obtained by passing metal wires through the right 
cheek and connecting the wires to the pericranial 
arch by elastic bands. 

The orthodontic treatment and the subsequent 
treatment lasted about six weeks. 











After treatment, the patient underwent a com- 
plete psychologic change, from a quiet, secluded 
person to a popular conversationalist. He reported 
complete ability to eat and no unfavorable post- 
operative effects. 

Generally, with penicillin therapy and an early 
reduction, such fractures are seldom complicated 
by infection. Complete blood and urine exami- 
nations should be made as soon as possible. Nasal 
spray or nose drops containing epinephrine or 
ephedrine with an additional nonoily agent 
should be prescribed. This preparation should be 
used from three to five times daily, especially in 
the evening, for easier breathing. 


Maxillofacial emergencies 


C. R. Straatsma and H. T. Rhoads. Surg.Clin.N.A. 
35:563-576 April 1955 


The great vascularity of the tissues of the maxillo- 
facial region and the possibility of obstruction of 
the airway increase the seriousness of injuries to 
this region and make their prompt care essential. 
Hemorrhage must be controlled quickly. The 
airway must be kept open and free of loosened 
tissue, accumulated fluids and blood clots, and 
foreign bodies. This is far more important than 
roentgenographic evaluation, which should be 
deferred until a later date when the surgeon can 
check his clinical findings by observation and pal- 
pation. 

The immediate care of maxillofacial emergen- 
cies consists of hemorrhage control and mainte- 
nance of an open airway. If profuse bleeding is 
taking place from a high neck, mouth or throat 
wound, finger pressure can be applied tempo- 
rarily over the common carotid artery on the in- 
volved side. The point for pressure application is 
located just under the anterior border of the ster- 
nocleidomastoid muscle at the level of the mid- 
portion of the thyroid cartilage. Pressure is put on 
the carotid artery by standing behind the patient 
and placing the index, middle and ring fingers un- 
der the anterior edge of the sternocleidomastoid 
muscle, and the thumb on the back of the neck, 
then applying the pressure with the fingers away 
from the trachea and toward the transverse proc- 
esses of the cervical vertebrae. Hemorrhaging 


wounds of the mouth and pharynx should be con- 
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trolled by direct pressure over the wound, using 
any clean cloth material at hand, and keeping the 
airway open with a metal or rubber tube. The un- 
conscious or semiconscious patient should be kept 
on his side in a semiprone position. The oral cav- 
ity should be examined for bone and tooth frag- 
ments, dental prosthetic appliances and foreign 
bodies, and all clots, blood and secretions should 
be swabbed or suctioned out. The tongue may ob- 
struct the nasopharynx by falling back and oc- 
cluding it. This can be overcome by opening the 
jaw and pulling out the tongue which can then be 
pinned to the shirt front with a safety pin or held 
out with a suture. In certain instances it may be 
necessary to establish an emergency airway 
through either the larynx or trachea. 

Laryngostomy (reserved for adults) can be 
done quickly and safely without danger of excess 
bleeding. The patient’s head is extended and held 
in the midline. The thyroid cartilage and cricoid 
cartilage are located. Incision is made between 
the two through skin, subcutaneous tissue and 
cricothyroid membrane. There are no large ves- 
sels, muscles or vital structures in the region. The 
skin over the upper border of the cricoid cartilage 
is raised and incised for a distance of approxi- 
mately 2 cm. The larynx is entered through the 
cricothyroid membrane by inserting a pair of dis- 
secting scissors through its fibers in the midline 
and spreading the blades. A short tracheostomy 
tube is then inserted through the opening for air- 
way maintenance. 

Tracheotomy is reserved for infants and chil- 
dren and adults with thin necks whose trachea 
can be easily palpated and approached. A hard 
pillow or folded sheet is placed under the shoul- 
ders and with the head and neck extended, a mid- 
line incision is made from the thyroid notch to the 
suprasternal notch. A double ligature is placed 
under the thyroid cartilage. A traction hook is 
placed in the cricoid cartilage and held taut. The 
second and third trachea rings are incised. Trac- 
tion on the cricoid cartilage is maintained by the 
assistant, and a hemostat is inserted along the 
blade of the scalpel into the trachea. The hemo- 
stat is opened, the blade removed, and a trache- 
otomy tube inserted. Only at this point should the 
traction hook be removed. The wound is left open 
and unsutured. The tube requires constant care 
until the normal airway is restored. Any emer- 
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gency head dressing should support the jaw in an 
outward position. The chin should not be allowed 
to slip backward. As soon as the patient is hos- 
pitalized, he should be given tetanus antitoxin. 

A thorough examination of the patient should 
be made including the size and shape of the 
pupils with their reaction to light, their accom- 
modation and the movement of the eyes in all 
directions. The outline of the zygomatic arch and 
bone should be palpated and one side compared 
with the other. The orbital rims, nasal bones and 
maxilla should be palpated. The occlusion of the 
teeth should be checked along with the move- 
ments of the jaw. Examination of the ear canals, 
nasal cavity and nasopharynx should be done with 
the head light or head mirror. The findings should 
be checked later with roentgenograms. 

In treating lacerations, avulsions and fractures 
of the maxillofacial region, certain surgical prin- 
ciples of repair must be observed. Maxillofacial 
tissues are not easily replaced at a later date as 
far as color match, elasticity and thickness of skin 
are concerned; therefore, the final result will de- 
pend largely on how well the emergency surgical 
treatment is accomplished. Obviously, antibiotic 
therapy should be instituted in any potentially in- 
fected case. 

Severe epistaxis may be an emergency. The 
causes of epistaxis are numerous, but of primary 
interest is bleeding due to trauma. Postoperative 
epistaxis is also encountered, especially after na- 
sal operative procedures. In treating epistaxis 
good light and good suction are essential. After 
the nasal cavity has been evacuated by suction, 
the nasal mucosa should be shrunk, preferably 
with cocaine packing. A safe spray is 1 per cent 
cocaine in 0.25 per cent phenylephrine. It is al- 
most always possible to locate the bleeding area 
and apply direct pressure over it. The most com- 
mon source of bleeding, even in postoperative pa- 
tients, is Kiesselbach’s area. Direct pressure with 
an epinephrine pack followed by an absorbable 
sponge pack will control the usual bleeding. It 
may be necessary occasionally to cauterize the 
bleeding point with a silver nitrate stick and fol- 
low this by packing. In some instances in which 
the bleeding point cannot be found and hemor- 
rhage is severe, when the epistaxis is caused by 
other than trauma, it is necessary to insert a pack 





and then press against this pack through the nares. 

Mandibular fractures require emergency care 
only when they occur along with other fractures 
about the face, such as maxillary and zygomatic 
fractures. It is easily diagnosed by the pain on 
motion, lack of occlusion, inability to chew and 
dribbling of saliva from the open mouth. An ex- 
cellent way to maintain reduction is to attach a 
labial arch wire to the remaining teeth. If mul- 
tiple fractures are present and the labial arch 
tends to prevent occlusion and proper reduction, 
open reduction and wire fixation of the body of 
the mandible in conjunction with the labial arch 
wire will maintain proper splinting. 

The typical maxillary fracture shows black eyes 
and subconjunctival hemorrhage. Gentle finger 
manipulation will usually demonstrate the frac- 
ture site. The hard palate should be palpated for 
thickening or thinning, indicating inward or out- 
ward displacement of the maxilla. Treatment of 
maxillary fracture by fixation to the mandible is 
advisable only in selected instances of unilateral 
fractures in which there is a good airway, an alert 
patient, and the ability to take a diet with the jaw 
wired shut. A head bandage should be kept in 
place. In most instances the maxillary fragments 
should be kept in position with a reverse Kingsley 
splint. In emergencies, an impression tray with 
metal bar brazed or soldered to it and extending 
out beyond the corners of the mouth may be used. 
Traction is maintained upward by means of 
strong rubber bands attached to metal hooks in a 
plaster head cap. 

Fractures of the zygoma do not need immedi- 
ate emergency care except when they occur in 
conjunction with soft tissue damage or other frac- 
tures about the face. They may be reduced after 
the soft tissue swelling from contusion, hemor- 
rhage and edema has subsided. Reduction is 
usually best accomplished by a combined ap- 
proach. A temporal incision (Gillies) is made and 
carried down beneath the temporal fascia to a 
point under the arch or body of the zygoma. Ele- 
vation is achieved through this incision with a 
blunt instrument. An approach is also made 
through the canine fossa into the antrum 
(Caldwell-Luc) and elevation of the main body 
of the depressed bone effected.—Alexander F. 
Baranoff 











v 


Anesthesia and analgesia 


Music in surgery 


G. A. Light, D. M. Love, D. Benson and 
E. Trier Mérch. Anesth. & Analg. 33:258-264 
July-Aug. 1955 


Since ancient times music has been used to allay 
human suffering and anxiety and in the treatment 
of disease. Medical, lay and Biblical literature 
contain many references to the use of music. 
Among the early inhabitants of every continent, 
bards or medicine men in each tribe specialized in 
various chants and songs, supposedly to cure cer- 
tain ills. In the nineteenth century, groups of 
singers and pianists were employed in hospitals in 
England to entertain and soothe patients. More 
recently scientists have investigated the specific 
effects of music on physiological processes. Music 
in modern surgical units has been in use for sev- 
eral years. In 1948 Cherry and Pallin reported 
favorably on the use of music to supplement ni- 
trous oxide-oxygen analgesia for dental surgery. 

At the University of Chicago Clinics, music was 
introduced in the surgical suite in 1948. In the 
past six years more than 10,000 patients have 
listened to the music before operation in the prep- 
aration rooms and a smaller number during opera- 
tion. Few have asked that the music be turned 
off. Most expressed appreciation for it. 

A major problem has been to find a practical, 
adequate broadcasting mechanism. The following 
factors are desirable: 

1. Facilities should be provided so that the 
music can be heard either through the loud 
speaker, or is “silent” to all but the patient. There- 
fore, it is desirable to have both a speaker and the 
earphones in each operating room. 

2. The physical setup should occupy minimum 
space in the operating room. The music equip- 
ment should be housed in a separate room. 

3. The music outlets and earphones must be 
explosion-proof. 

4. The equipment should allow continuous 
and uninterrupted music. Even brief intervals are 
disturbing to the patient. 

5. The music should require little or no atten- 
tion during the hours of the surgical schedule. 
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6. It is desirable to have two or more channels 
with different programs. 

7. Volume control should be directly at hand 
so that the anesthetist may alter the volume to 
suit the patient without leaving his place at the 
head of the table. 

Three tape recorders were installed in a music 
room and music was carried to loud speakers in 
each of the six operating rooms, to the preopera- 
tive preparation rooms and to the central supply 
room where a group of women prepare surgical 
equipment. After five years of daily use, the tape 
recorders in the music room required more atten- 
tion than could be provided during the working 
day. Recently another method of central produc- 
tion has been tried. On channel 1 is an FM radio, 
on channel 2 is the original wire recorder, and 
channel 3 offers a commercial music service. 

To allay the patient’s apprehension at the time 
of operation, and to impart to him the assurance 
that someone cares how he feels, music, “the uni- 
versal language of mankind,” is ideal. 


Hemodynamic studies during thiopental 
sodium and nitrous oxide anesthesia 
in humans 


E. J. Fieldman, Roger W. Ridley and 
Earl H. Wood. Anesthesiology 16:473-488 
July 1955 


Hemodynamic variables were studied at different 
electro-encephalographic levels of thiopental so- 
dium and nitrous oxide anesthesia in 13 patients 
who had a clinically normal cardiovascular status. 
Their ages ranged from 35 to 71 years, with a 
mean of 53 years; 12 were women. Cardiac out- 
put decreased with increasing depth of anesthe- 
sia, and the return to preanesthetic values was 
slow. A significant decrease of the mean blood 
pressure in the radial artery was found in all 
patients during induction of anesthesia. A signif- 
icantly greater decrease in blood pressure oc- 
curred after rapid induction than was noted after 
slow induction. Significant systematic changes in 
cardiac rate were not observed in patients during 
induction, deep anesthesia or emergence from 
deep anesthesia. 

Changes in estimated values for “central blood 
volume” paralleled the decrease in cardiac index 
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and stroke volume. Vasodilatation, peripheral 
pooling of blood and decreased venous return 
to the heart would be compatible causative 
mechanisms for these effects. The pH of arterial 
blood decreased in direct proportion to the depth 
of anesthesia, unless respiration was assisted. 
Central venous pressure did not increase with 
deep anesthesia; thus, myocardial sufficiency 
apparently was maintained. 

A significant increase in the frequency of res- 
piration was noted in patients entering deep 
levels of anesthesia prior to the production of 
apnea. Peripheral resistance was increased only 
after deep anesthesia was attained. This was 
compatible with the body’s attempt to maintain 
blood pressure in the face of a low cardiac out- 
put. A decrease in arterial oxygen saturation 
was noted when induction was attempted while 
the patients breathed room air, but was not 
noted when patients breathed 100 per cent oxy- 
gen. It appears that anesthesia beyond electro- 
encephalographic levels 1 and 2 would be espe- 


cially dangerous for the cardiac patient. 


Nisentil—a new basal analgesic 
for oral surgery 


Edward Weiner. Internat.].Anesth. 2:245-249 
June 1955 


Alphaprodine hydrochloride (Nisentil) is a syn- 
thetic analgesic which produces rapid but rela- 
tively brief action, minimal side effects, and 
minimal sedation, to leave the patient drowsy 
and relaxed but able to cooperate. Its use in the 
preoperative medication of 60 patients who un- 
derwent oral surgery is reported. The drug 
proved valuable in relieving anxiety and pain, 
and as a supplement to local block anesthesia by 
lidocaine hydrochloride with epinephrine, or to 
nitrous oxide-oxygen anesthesia. Patients selected 
were considered poor risks for intravenous an- 
esthesia, or were candidates for a long office 
procedure, or were in need of procedures which 
produced pain. The patients refused general an- 
esthesia. Nervous patients were given a barbitu- 
rate the night before, or the morning of, the 
operation. 

When the patient arrived at the office, a routine 
history was taken and physical examination done, 


Table 1 Type of operation performed 
























































Simple extraction (1 to 5 teeth) 12 patients 
Multiple extractions (5 to 15 teeth) 31 patients 
Removal of impacted teeth 12 patients 
Excision of multiple cysts 7 patients 
Alveolectomy 9 patients 
Alveoplasty 1 patient 
Removal of growths 5 patients 
Root amputation 2 patients 

79 patients 

Table 2 Length of operative procedure 

5 minutes or less 5 patients 
6 to 10 minutes 10 patients 
11 to 15 minutes 9 patients 
16 to 30 minutes 32 patients 
31 to 45 minutes 3 patients 
60 minutes 1 patient 
5 minutes or less 5 patients 

60 patients 





and he was given 40 to 60 mg. of alphaprodine 
hydrochloride subcutaneously and allowed to re- 
cline for 20 to 30 minutes before being draped 
and taken to the operating room. 

As a precaution the narcotic antagonist nalor- 
phine hydrochloride (Naline hydrochloride) was 
kept in readiness but was never needed. Post- 
operatively the patient was allowed to remain in 
the chair for five minutes, taken by wheel chair 
to the recovery room and allowed to remain for 
at least a half hour before returning home. The 
operations performed are listed in Table 1, and 
the length of the operations, in Table 2. The 
assets of alphaprodine hydrochloride include its 
rapidity of action, its relative brevity of action 














(only one or two hours in the doses here re- 
ported), its anxiety relieving effect as a sedative 
without destroying the patient’s ability to co- 
operate and its potent pain relieving power. Its 
disadvantages are that it is a narcotic, it is a 
respiratory depressant, and it causes some dizzi- 
ness, nausea and other side effects. Personal re- 
actions of the patients to alphaprodine hydro- 
chloride were “excellent” in 41 instances, “good” 
in 12 instances, “fair” in 6, and “poor” in 1. 


Vv 
Hypnosis 


Anesthetic, diagnostic and therapeutic 
hypnosis: trick or treatment? 


D. N. Rhodes. Am. Mercury 41:59-64 Oct. 1955 


The term “hypnosis,” derived from the Greek 
hypnosos meaning “sleep,” is hard to define, be- 
cause it has many different aspects and degrees. 
James Braid (1800) referred to hypnosis as a con- 
dition which resembles but is not identical with 
sleep and is characterized by an extreme degree 
of susceptibility to suggestion and by a lack of 
volition. This condition was first termed “animal 
magnetism” (Mesmer, 1760). Later investi- 
gators, especially the French physicians Charcot, 
Bernheim and Liebeault, continued the study. In 
the United States, Beard and Sutherland also ex- 
perimented with hypnosis. Freud made exten- 
sive use of hypnosis in the development of psy- 
choanalysis (hypnoanalysis). 

There is still much debate as to what changes 
are produced by hypnotism in the functions of the 
nervous system or the personality. Although sci- 
entists do not agree on the final explanation of 
hypnotic phenomena, these phenomena are unde- 
niably real. 

Methods in hypnosis have changed. Roy M. 
Dorcus, professor of psychology at the University 
of California and other experts declare that there 
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are almost as many ways of hypnotizing as there 
are subjects. 

Hypnosis has three major uses: anesthetic, 
diagnostic and therapeutic. Hypnosis as anes- 
thesia was used years ago in medical surgery and 
has been used in minor operations, such as in 
dental surgery. Some authors believe that hyp- 
notic anesthesia is no more real than the anes- 
thesia of a patient who has a tooth extracted 
without anesthetics and who states that he felt 
no pain. The Russian psychologist Bekhterev re- 
ports that the usual reaction to pain does not 
occur under hypnotic anesthesia. 

The diagnostic value of hypnosis is more im- 
portant than the anesthetic. Under hypnosis, the 
patient recalls many events hidden in his subcon- 
scious. Many soldiers were unable to withstand 
the shock of shell fire, and often paralysis, blind- 
ness, loss of speech and amnesia developed. Un- 
der hypnosis, incidents which had been repressed 
can be exposed. Once the cause of the disorder is 
diagnosed, therapy can proceed. 

Hypnosis is unquestionably of curative value 
in functional neuroses such as hysteria, obsession, 
melancholia, neurotic skin diseases, stammering 
and other speech defects. Therapy should be di- 
rected to relieve fear reaction (cause) instead of 
to treat indicating diseases (symptom). 

How far the mind can go in actually creating 
psychologic and physiologic changes is not yet 
known, for this is a frontier of hypnotic science 
which has not been completely explored. It is 
known, however, that blood pressure can be 
made to increase or decrease under hypnotic sug- 
gestion, that bleeding of the gums after tooth ex- 
traction can be made to stop abruptly, and that 
blisters can be caused to disappear. 

According to a report in a medical journal 
(1953), a patient who had lost a thumb in an ac- 
cident was undergoing hypnotic treatment in an 
effort to establish whether this bodily part could 
be made to replace itself. After four months, a 
new thumb actually was growing, although origi- 
nally it had been completely amputated. 

Faith can, and often does, move mountains. 
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Doctoral and Masters’ dissertations 
” 


In this column each month are listed recent 
Doctoral and Masters’ dissertations of dental 
interest, accepted by the dental schools or 
graduate schools in partial fulfillment for ad- 
vanced degrees. Copies of many of these 
theses are available from the schools through 
interlibrary loan. 


A treatise on the structure and pathology of the 
enamel with special reference to the caries lesion. 
J. J. Hodson. 1953. pu.v. University of Sheffield, 
England. 


A contribution to the applied anatomy of regional 
dental anaesthesia. R. Sprinz. 1955. B.p.s. Uni- 
versity of Sheffield, England. 


A consideration of the relationship between man- 
dibular movements and the occlusal form of teeth. 
A. O. Chick. 1952. University of Bristol, England. 


The temporomandibular joint: An investigation 
of its anatomy, with particular reference to the 
movements of the meniscus. D. C. Berry. 1952. 
University of Bristol, England. 


A cephalometric comparison of the mandible in 
Class III (Angle) malocclusion and normal oc- 
clusion. Alan G. Parker. 1953. p.p.sc. University 
of Melbourne, Australia. 


An investigation into techniques employed for the 
sterilization of carious cavities. Norman George 
Wallace. 1953. p.p.sc. University of Melbourne, 
Australia. 


An investigation into various aspects of the rela- 
tion of fluorine to dentistry, with a section on the 
production of caries in rats. Lloyd M. Carr. 1953. 
M.D.s. University of Sydney, Australia. 


An ecological study of components of the bac- 
terial flora of the mouth with special reference 
to dental caries. Garry Charlton. 1954. m.ps. 
University of Sydney, Australia. 


An histological investigation of the dental tissues 
of vertebrates with special reference to the phy- 
logeny of dentine and its bearing upon the struc- 
ture of the tissue in man. Eric Watts Bradford. 
1954. p.v.sc. University of St. Andrews, Dundee, 
Scotland. 


Growth in width of the head of Macaca rhesus as 
revealed by vital staining. Arthur Harry Craven. 
1954. p.p.s. University of New Zealand, Dunedin. 


Some physicochemical aspects of dental caries. 
Ronald Bruce Nevin. 1954. v.v.s. University of 
New Zealand, Dunedin. 


Pulpotomy by electro-coagulation: A clinical and 
microscopical study of the treatment of fifty pulps 
by electro-coagulation. Alan John Laws. 1955. 
M.D.s. University of New Zealand, Dunedin. 


The surface of premolar teeth: Its relation to the 
striae of Retzius, to interglobular dentine, and to 
the prevalence of dental caries. Benjamin Charles 
Rogers. 1955. m.p.s. University of New Zealand, 
Dunedin. 


Suction in complete upper dentures: stainless 
steel or acrylic resin prostheses. Rudolf Piefke. 
1953. DR.MED.DENT. Martin Luther Universitat, 
Halle, Germany. 


Surgery in instances of malignant tumors, per- 
formed at the Dental Institute at Halle from Janu- 
ary 1948 to June 1952. Lothar Simon. 1953. 
DR.MED.DENT. Martin Luther Universitat, Halle, 
Germany. 


Resilience of the mandibular mucous membrane. 
Konrad Mémpel. 1953. pR.MED.DENT. Martin 
Luther Universitat, Halle, Germany. 


Anodontia in both jaws and its causes. Giinther 
Schmidt. 1953. pR.MED.DENT. Martin Luther Uni- 
versitét, Halle, Germany. 

















A study of cattle salivary glands. David Platt. 
1952. m.s. University of Alabama. 


Clinical and laboratory investigations of nico- 
tinie and pantothenic acid deficiencies. Alex 
Astaff. 1953. m.s. University of California. 


A chemical and radiochemical study of bones and 
teeth during recovery from phosphorus defi- 
ciency. Howard M. Myers. 1953. m.s. University 
of California. 


Saliva and clot formation. Arthur Louis Seiler. 
1953. p.m.p. Harvard University. 


Methods and mechanisms involved in the produc- 
tion of calcium deficiency in the suckling rat. 
Svein Utheim Toverud. 1954. p.m.v. Harvard 
University. 


Mandibular impression technic for displaceable 
tissue. Ralph C. Appleby. 1953. m.s. State Uni- 
versity of Iowa. 


The frequency and pattern of congenital absence 
of teeth. Russell V. Brown. 1955. m.s. State Uni- 
versity of Iowa. 


Technique for the equilibration of occlusal dis- 
harmonies. Stanley J. Cardinal. 1954. m.s. State 
University of Iowa. 


A histopathologic study of the periodontium of 
lathyric rats. Glenn R. Carwell. 1955. m.s. State 
University of Iowa. 


Mouth examination prior to full denture construc- 
tion. H. J. Day. 1955. m.s. State University of 
Iowa. 


A study of tooth transplants and postoperative 
healing. James Maston Alley, Jr. 1953. m.sc. Uni- 
versity of Kansas City. 


Experimental tooth replacement in the Syrian 
hamster. Leo Lawrence Massimbene, Jr. 1953. 
M.sc. University of Kansas City. 


A clinical and radiographic evaluation of a 
method of treatment of individuals with temporo- 
mandibular joint dysfunction. Paul Edward 
Draper. 1954. M.s.v. Northwestern University. 
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A clinical study of tissue repair following perio- 
dontal therapy; as to height, tcne and quality. 
Claud Mahlon Fraleigh. 1954. m.s.v. North- 


western University. 


An evaluation of the amount and direction of 
facial growth during orthodontic treatment in 
females of different ages. George Swor Kendrick. 
1955. m.s.p. Northwestern University. 


Surgical reconstruction of the mandible following 
a condylectomy in the Rhesus monkey. Robert 
Pierre Lanfranchi. 1955. M.s.v. Northwestern 
University. 


Investigation of normal human saliva for possible 
anti-carcinogenic action and chemical carcino- 
genesis in mucous membranes (with a historical 
review of chemical carcinogenesis and a tissue 
reaction composite of methylcholanthrene epi- 
dermal carcinogenesis in mice). Steve Kolas. 
1954. m.sc. Ohio State University. 


Histochemistry of the light and dark adapted 
retinas of Rana pipiens. William Kent Elwood. 
1953. m.sc. Ohio State University. 


Fluorine metabolism and the parathyroid glands. 
Norman Oliver Harris. 1953. M.p.s. Ohio State 
University. 


Thumb-sucking and dental occlusion: A serial 
study. Hillard Isaac Lerner. 1955. M. sc. Univer- 
sity of Pennsylvania. 


Statistical analysis of patients with congenital 
cleft lip and/or palate at the Lancaster Cleft 
Palate Clinic. Mohammad Mazaheri. 1955. . sc. 
University of Pennsylvania. 


The differential diagnosis of cervico-facial swell- 
ings. Ralph Post. 1955. m. sc. University of Penn- 
sylvania. 


A cephalometric appraisal of white identical 
twins. Joseph J. Bonello. 1955. m.s. University of 
Pittsburgh. 


Speech articulation problems associated with 
placement of orthodontic appliances. Eugene 
Feldman. 1954. m.s. University of Pittsburgh. 
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